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ORIGINAL ARTICLES. 


A NEW USE FOR THYROID EXTRACT; A CURE, 
OR AT LEAST A COMPLETE CONTROL OF 
HEMOPHILIA THROUGH ITS ADMINIS- 
TRATION; ITS EFFECT ALSO ON 
ANOTHER FORM OF HEMOR- 

RHAGE.* 


BY EUGENE FULLER, M.D., 
OF NEW YORK. 





Hemopuizia is a disease of which the etiology, 
the pathology and the cure have so far remained 
unknown. When the surgeon in his work has en- 
countered a “bleeder,” death has been looked 
upon as the natural consequence. 

Somewhat over eight months ago a_ father 
brought his fifteen-year-old son to my clinic at 
the Post-Graduate Hospital.t The family history 
of the case was as follows: The people were He- 
brews. Four of the boy’s mother’s brothers had 
bled to death following circumcision performed 
as a religious rite. The two elder brothers of 
this boy had likewise bled to death following cir- 
cumcision. With this terrible experience the 
father refused to have the rite practised on this 
son and also on another one eight or nine years 
younger. The one daughter in the family has 
always been perfectly well. The boy in ques- 
tion has never been strong. In early years he 
had copious nosebleeds and lost so much blood 
during the shedding of his first teeth as to pro- 
duce alarming symptoms. His joints have swol- 
len repeatedly. As the result of the — slightest 
bruising extensive subcutaneous hemorrhages 
have followed, which on numerous occasions 
have confined him to bed for considerable pe- 
riods. For the last year or so he has been kept 


in a very weakened state through spontaneous at- - 


tacks of hematuria. The amount of blood lost 
in this way has been extreme. The bleeding has 
been unaccompanied by urinary symptoms aside 
from bright red blood in the urine, except that 
occasionally there have been attacks of renal 
colic due to the passage along the ureter of clot. 
Between the hemorrhages the urine has been 
clear and normal. When the urine has been 
bloody the microscope has shown abundance of 
red blood corpuscles, thus excluding the condi- 
tion known as hemoglobinuria. When I first 
saw the boy he urinated on request into a glass 
5vj of what had the appearance of pure blood. 
His pulse was over 1 30 and very weak. He was 
extremely cachectic and short-breathed. I pre- 
scribed at that time the usual internal styptics, 
gave a bad prognosis and asked the father to 
bring back the boy in a week. 
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The father reported the next week that the 


boy still continued to lose blood profusely with — 


his urine and that he was too weak to leave his 
bed to come to the clinic. Some slight change 
was again made in the treatment. At the end 
of a week or two later the father again appeared 
and stated that he thought his boy was dying. 
I then decided as an experiment to prescribe thy- 
roid extract and ordered five grs. three times a 
day to be given, all other medication being dis- 
continued. At the end of a week the father again 
appeared. He stated that after the second dose 
all bleeding had stopped and that the boy had 
greatly improved. I ordered the drug continued. 
At the end of the next week the father brought 
the boy to the clinic. The boy had then fair 
color and better strength than he had experienced 
for a very long time. The urine was perfectly 
clear and normal and had so remained for the 
two weeks since beginning the medication. The 
pulse was about 100 and fairly full. There was 
still some swelling of the joints. At this visit the 
young brother was also brought in for examina- 
tion. This little boy had never. as yet had severe 
hemorrhages. For the last year or so, however, 
his joints have swelled, much as the older 
brother’s had at that age. I put this small boy 
on 2% grains of thyroid extract three times a 
day. At the end of another two weeks the: el- 
der boy again appeared. This time he’ came 
alone. , He reported that he felt all right and 
differently from ever before. His color was 
very good; his pulse was full and natural. . He 
had gained considerably in weight and_ the 
swellings of the joints had disappeared. He was 
exercising and going about in a natural manner, 
and for the first time in his remembrance no sub- 
cutaneous hemorrhages followed as the result of 
the slight contusions consequent on his bodily ac- 
tivity. I have no detailed report as yet to make 
in the case of the little brother.* 

It may be said that one experiment is not 
enough to determine the value of thyroid in this 
connection. The case, however; on which I 
have tried it and apparently succeeded is a very 
typical and pronounced one of its kind. Such 
cases are very rare and any one practitioner 
would have to busy himself:a lifetime to en- 
counter half a dozen such. This one report will 


give the profession as a body a chance to follow 


up the treatment. It will serve to aid in the 
determination of the etiology and the pathology 


of the disease. It will also show the close re- . 


lationship that exists between hemophilia and 





*Since this report and nine months after my first seeing the case 
the elder brother again came to my clinic. He reported he had 
not I in his urine or ise e 9 hed Sant Dame ueing 
thyroid — which drug he had taken continuously Ih 
ibed it. The patient had grown much since I had last 
; had and was relatively stronger and more 
alert mentally than he had been for.years. 
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the other defective conditions over which the se- 
cretion of this gland has control. 

Since the preceding case I have made use of 
thyroid extract in.a second clinical instance of 
hematuria. In this instance also the bleeding 
ceased promptly and effectually with the admin- 
istration of the drug. .In this second case the 
etiology of the hemorrhage was apparently differ- 
ent from that in the first, and on that account I 
did not make use of thyroid extract until surgical 
means had proved inefficient, and aot in fact, un- 
til the case seemed almost beyond hope. 

The second case represented a man about fifty- 
five years of age. For a year before consulting 
me he had been under treatment in competent 
hands for nephritis. Early in that year he had 
had a severe uremic attack consisting of sudden 
loss of consciousness followed by a temporary 
paralysis of several groups of muscles. His 
urine then, although free from blood, contained 
- albumin, casts and a deficiency of urea. Blood 
appeared in his urine about two months before 
I first saw him. During that time he had had 
such profuse and nearly constant hematuria that 
he had become very weak and extremely pallid. 
Before coming to me his attending physician had 
taken him to a surgeon who had pronounced the 
hemorrhage from’ the right kidney, because on 
using the Harris segregator the bloody urine had 
all been collected in the right vesical subdivis- 
ion. As the result of considerable clinical study 
I demonstrated that the bleeding came wholly 
from the prostatic sinus and not at all from the 
kidney. The wrong conclusion in this case, 
drawn from the test with the Harris instrument, 
was due to the fact that the blood flowed back 
into the‘right vesical compartment rather than 
into the left when the segregator was being used. 
The deep urethra was granular and there was 
a moderate degree of stricture in the penile por- 
tion. There was a general condition apparently 
of arteriofibrosclerosis. I made a bad prognosis, 
but suggested that a perineal section, which 
would give access to the bleeding area followed 
by vesical drainage would be apt to permanently 
check the hemorrhage and do much good. My 
suggestion was accepted and I performed the op- 
eration. The prostatic sinus was found to be 
lined with granulation tissue. The prostatic fi- 
bers were rigid and contained an excess of in- 
terstitial tissue. An incision was made through 
these fibers well down toward the rectal wall, 
and the surface granulations were removed by 
gentle curettage. The bleeding was temporarily 
checked, but severe secondary hemorrhage soon 
manifested itself and persisted for several days 
in spite of careful attention to vesical drainage 
and independent of vesical tenesmus. As surgi- 
cal measures had failed to stop the bleeding, I 
decided to make a trial of thyroid extract in five- 
grain doses by mouth three times a day. Not- 
withstanding the brilliant result effected by the 
drug in the preceding case, I had little confidence 
in its efficacy in this second instance owing to the 
apparent difference in the etiology of the bleed- 


ing. The hemorrhage, however, prothptly and 
permanently stopped, the wound healed and the 
patient left the hospital with perfectly clear urine. 
After leaving the hospital two five-grain doses 
of the thyroid extract were continued. The sub- 
sequent progress of the case has been satisfactory 
in that no further bleeding has occurred. The 
symptoms dependent on the nephritis, however, 
have been progressive. , 


CORTICAL HEMIANOPSIA AND SECTOR DEFECTS 
OF THE VISUAL FIELD. 


. BY EDWARD JACKSON, M.D., 
OF DENVER, COLO. : 

LookING at a well-drawn chart of the field of 
vision in a typical case of half-blindness the 
pathological condition seems so definite, its svmp- 
toms so characteristic, that one might easily for- 
get the difficulties these cases present clinically, 
and might wonder why they are so frequently 
overlooked. It is but little more than one genera- 
tion since hemianopsia first received definite clin- 
ical recognition by any one; and still, unless the 
patient’s condition is investigated with special 
reference to such a defect, unless the field of 
vision is measured with more or less care, the 
real character of the case is likely to remain un- 
recognized. 

Sometimes the patient gives a very suggestive 
hint as to the character of the trouble, in the 


statement that he sees half of the object looked 
at, while the other half is totally blotted out. 
But no such statement may be made; and when 
the loss of the field does not extend to the im- 
mediate neighborhood of the fixation point, noth- 
ing but the mapping of the field may give any 


hint as to what is the matter. Sector defects, 
which probably occur almost as frequently as 
complete lateral hemianopsia, generally remain an 
enigma to the patient, and too often to the phy- 
sician also. The purpose of this paper is to draw 
attention to some of the difficulties of diagnosis 
encountered in these cases. f 
Hemianopsia figures in the old clinical records 
as blindness of one eye. The trained physician 
then failed to discriminate: between blindness of 
one eye and blindness of one-half the field in 
both eyes. The reasons for this are easily re- 
called, especially the inequality of the two 
“halves” of the fields, the temporal “half” being 
so much the larger. The uncertainty which long 
existed regarding the decussation of the chiasm 
helped to continue the confusion. It still happens 
that the patient in a large proportion of cases, as 
in Case III, given below, comes with the state- 
ment that he is blind of one eye. This state- 
ment should never be accepted without careful, 
testing, unless sufficient cause for the blindness 
of the one eye is immediately evident. A 
In half-blindness, even allowing for the differ- 
ence in size between the nasal and the tempo: 
halves of the field, one might expect to find the 
division line a straight one: But almost invar- 











Fenevary 28, 1903] 


JACKSON: CORTICAL HEMIANOPSIA. 





387 














ably the seeing field encroaches upon the blind 
part, at the region of the fixation point. The 
line of demarcation sweeps around this point 
toward the blind side, keeping two or three, or 
even five or ten degrees from it. 

But apart from this there are always slighter 
irregularities in the boundary between blind and 
seeing portions; and repeated careful testing 
shows that these irregularities are not due to 
errors of observation, inaccurate responses by 
the patient, or slight movements of the eye. In 
reality the straight line of demarcation, too often 
shown in charts of the field, does not exist. 
Hence the finding of irregularities in this line 
doesnot negative the idea of an hemianopic 
lesion, but supports it. Indeed, if a given case 


should show an absolutely straight border to the 


blind portion of the field it might be taken as 
valuable evidence of malingering. 

The thing that is significant of hemianopsia is 
that in the two eyes the indentations and exten- 
sions of the blind area correspond to each other. 
They are not identical in shape, but the corre- 
spondence is sufficient to identify the portions of 
the retina having connection with the same part 
of the visual center. This is illustrated in all the 
following cases. : 

Case I.—C. B. M., aged forty-eight years, 
laborer, four years ago fell, striking his’ head so 





Fic. 1. Fic. 2. 


Fig. 1. Case I.—Field for Left Eye. 
Fig. 2. Case I—Field for Right Eye. 


that he was stunned. But no very serious symp- 


toms were immediately noticed. Subsequently, 
however, impaitment of vision developed, and 
examination showed a fracture of the occipital 
bone. Trephining at the point of injury revealed 
fragments of the inner table of the skull driven 
into the cortex of the occipital lobe. This his- 
tory was furnished by Dr. J. T. Eskridge, who 
sent the patient to me for examination. Begin- 
ning two inches above the occipital protuberance, 
one-half inch to the right of the median line, was 
a depression which extended to the right and 
about fifteen degrees upward for two inches, and 
which was about half an inch wide. The fields of 
vision, as here illustrated, showed left lateral 

lanopsia. Light perception being lost in the 


left field, the blindness extending to the median 
line in the lower part of the field to about five 
ees from the fixation point, and above the 
tion point the boundary of the field passed 
some five to ten degrees to the left of the ver- 





tical meridian. In this upper part there was a 
strip of the field with greatly impaired ‘vision. 
This strip, shown by lighter lines in the charts, 
was in its turn sharply separated from the normal 
portion of the field to the right. This narrow 
strip retained fair light perception, indicating 
that the right cortical visual center had not been 
wholly destroyed. The pupils reacted normally 
to light thrown on either half of the retina. 

In addition to his hemianopsia the patient was 
hyperopic I. D. in each eye, and required the help 
of lenses for presbyopia. His corrected vision 
was four-thirds partly in each eye. He had also 
a paresis of the left external rectus, which made 
it difficult to use the two eyes together, especially 
on turning them to the left, as he had to do to 
make up for the defect in that part of the field. 

Although in the above case the line of demarca- 
tion of one eye could not be exactly superimposed 
upon that of the other, it is not difficult to trace 
the close correspondence between them. This 
correspondence becomes still more striking when 
the hemianopsia is only partial, that is, when the 
blind part of the field is rather a sector. defect. 
This is well illustrated in the following case: 

Case II.—W. R. W., a soldier in the Civil War, 
in September, 1862, when twenty years old, re- 
ceived a gunshot wound of the occipital region. 
He stated that he was entirely blind for a few 
days, and subsequently “saw through a haze.” 
His wound was not healed when he left the hos- 
pital at the end of three months. He still has 
spells of hazy vision, preceded by vertigo and fol- 
lowed by headache. September, 1892, I found 
on examination a depression of the skull one inch 
in diameter, its center one-half inch to the right 
of the median line and one and a half inches 
above the occipital protuberance. This marks the 
sight of the wound of entrance. From this a 
groove extends down and to the left to a point 
one and a quarter inches to the left of the median 
line and one-half inch higher than the occipital 
protuberance. This is the point of exit. The 
groove is about one-half inch wide and deepens 
as it passes to the left, being fully three-eighths 
of an inch deep, near the lower end. The scalp 
over this part is well covered with hair, and there 
is very little tenderness on pressure. 

The.eyes were normal. Right with +-0.50 
spherical, had **/,, vision. The Left had vision 
of *°/,., not improved by any glass. He stated 
that up to the time he received his wound, his 
eyes had been crossed, the left turning in. The 


‘fields of vision are shown in the accompanying 


illustrations. 
normal. 
The above cases are of special interest from 
the definiteness of the lesions causing the he- 
mianopsia, wounds involving the visual cortex in 
the occipital lobe. The correspondence in out- 
line may become of vital importance in particu- 
lar cases. For instance, in a case of coarse cere- 
bral lesion, attended with optic neuritis, running 
on to atrophy, the field of vision is liable to be 
greatly contracted. This contraction may be 


The. reactions of the pupils were 
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highly irregular. It sometimes obliterates one- 
half the field, and with the lowered acutenes$ of 
vision and narrowed fields, it' might be very diffi- 
cult to decide if the condition were one of true 
lateral hemianopsia, due to lesion behind the 


Fic. 4. 


Fic. 3. 


Fig. 3. Case II.—Defect of Field for Left Eye. 
Fig. 4. Case II.—Defect of Field for Right Eye. 


chiasm, or were simply an irregular contraction 
of the field caused by consecutive optic atrophy. 

The simulation of lateral hemianopsia by the 
contraction of the field in a case of ‘tabetic at- 
rophy, is well shown in Fig. 5, which represents 
the field for the left eye. In the right eye vision 
had been reduced to bare perception of light. In 
Fig. 6 is reproduced the chart of a field closely 
simulating an hemianopic sector defect, but 
really caused by detachment of the retina. The 
left eye of this patient had a normal field. It 
may be of vital importance to distinguish hemia- 
nopsia from these conditions which simulate it, 
and a careful study of the line of demarcation 
with reference to this question of correspond- 
ence between the fields of the two eyes, will al- 
most always decide the question with certainty. 

While the part played by hemianopsia in the 
diagnosis of a given case, is most frequently 
that of a localizing symptom, its recognition may 


Fic. 6. 


Fig. 5. Contraction of Field by Optic Atrophy Simu- 


lating Hemianopsia. Left Eye. j . 


Fig. 6. Sector Defect Due to Partial Detachment of 
the Retina. Right Eye. 


Fic. 5. 


throw the first light as to the real cause and sig- 
nificance of obscure cerebral symptoms. This 
was strikingly so in the following cases. 

Case III.—R. P., aged sixty-two years, an ac- 
tor, living at the Forrest Home, near Philadel- 
phia, after a day spent in the city, returned to 
the Home with flushed face, evidences of excite- 
ment and slight disturbance of coordination. 


——= 


The next day these symptoms had disappeared, 
The superintendent, in sending him to me, ex- 
pressed the opinion that Mr. P. had suffered 
from “congestion of the brain” after a day of 
heavy drinking; and that since that “he is a 
wreck.” 

The patient’s statement, which there is every 
reason to believe, was that he drank nothing 
whatever. But that the day in question, he was 
entirely unconscious of what occurred after 3 
P. M., until 11 A. M. the next day; except that 
he remembered during that time noticing flashes 
of light to his right. Since then he states, that 
“sees plainly with the left eye, but not at all with 
the right.” He has always been near-sighted. 
In walking he keeps his head turned to the right. 
He cannot read because he sees only a_ single 
word at a time. There is limitation of movement 
of both eyes to the right, almost complete paraly- 
sis of the internal rectus muscle of the left eye, 
and great weakness of the inferior rectus of the 


Fic. 8. 


ig. 7. Case III.—Field for Left Eye. 
ig. 8. Case III].—Field for Right Eye. 


left eye. I found complete right lateral homony- 
mous hemianopsia; the fields being, as shown in 
the charts: Right—3.50 sph. Vision=4/4 partly; 
left—3.50 sph. Vision=4/5 partly. He has al- 
ways been quite color blind. The pupils reacted 
quite as well to light thrown on the blind half 
of the retina, as to light thrown on the seeing 
portion. 

Eighteen months later he could read a good 
deal, and his vision had risen to */, in each eye. 
But there was still weakness of the left inferior 
rectus. The fields of vision continued un- 
changed. ‘ 

The ophthalmoscope showed the media clear, 
the disc slightly dragged, but no choroidal at- 
rophy. 

In the right there were a few very small. 
hemorrhages and a few minute white dots, in 
the region of the macula. In the left this region 
was normal. 

Case IV.—E. H. B., aged seventy years, an ac- 
tive business man, was brought to me by his son, 
a physician, with the history that his vision had 
failed within a month or so. That he could not 
see where to write his name when signing a let- 
ter, and that he had noticed when playing cards, 
that a card might be lying on the table turned up. 
and he would not know it, could not see it un- 
less he looked directly at it: He was myopic, but 
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with, Right —5. vision=4/50; left —6.[—1 

. ax, 180°=4/12. . ; 

The ophthalmoscope showed moderate cres- 
cents of choroidal atrophy, and a few small 
patches of partial atrophy in other parts of the 
fundus. In the right eye there was high irregu- 
lar astigmatism. The fields of vision showed a 
sector defect in each lower left quadrant, as 
shown in the illustrations. The reaction of the 
pupil to light thrown upon the blind portions of 
the retinas was perfect. This patient had already 
shown slight evidences of mental - disturbance ; 
put nothing that had awakened serious alarm on 
the part of his family. I did not see him again, 
but learned subsequently that his impairment of 
vision increased. He died within a very few 
months of cerebral softening, of which the first 
definite symptom was sector defect of the field 
of vision. ° 

Neither of these last two patients came with 
any clear idea of the nature of his visual defect. 
They only knew that they suffered with some 
interference with vision of recent origin, and up 
to the time of the discovery of the true charac- 





Fic. 9. Fic. 10. 


Fig. 9. Case IV.—Field for Left Eye, Sector Defect. 
Fig. 10. Case IV.—Field for Right Eye, Sector Defect. 


ter of this visual defect, the medical advisors 
and family had failed to see any evidence of or- 
ganic disease. 

Cases I and II are of especial interest as throw- 
ing light on the connection of certain parts of the 
visual cortex, with certain parts of the retina. 
Cases reported by Hun and Wilbrand seem to 
show that the upper part of the visual cortex, 
the upper lip of the calcarine fissure, is connected 
with the upper part of the retina, having to do 
with the lower quadrants of the field. Henschen, 
too, indorses this idea. It will be noticed that in 
both of these cases the position of the injury 
was such as almost certainly to destroy the up- 
per and posterior part of the visual cortex, the 
posterior part of the upper lip of the calcarine 
fissure, before injuring the lower anterior por- 
tion of the cortex situated upon the lower lip of 
that fissure. Furthermore, in Case 1, in which 
the hemianopsia was nearly complete, the grad- 
ual loss of vision indicated a gradual progres- 
Sive process which stopped just short of the in- 
volvement of the whole right visual center. 
These cases therefore give additional support to 
the view that the upper portion of the cortex has 
to do with the lower parts of the fields. They 


support it about as strongly as cases can, with- 
out the careful post-mortem examination of the 
region of the injury. 

From the reaction of the pupils to light 
thrown on the blind portions A the retinas, tak- 
en in connection with the absence of other symp- 
toms, it is extremely probable that the lesions in 
Cases III and IV were in the visual cortex or im- 
mediately beneath it. But the localization could 
not without a post-mortem examination be so ex- 
act as in the cases of traumatism. 


OSSICULECTOMY.* 


BY EDWARD B. DENCH, M.D., 
OF NEW YORK; 

PROFESSOR OF OTOLOGY, UNIVERSITY AND BELLEVUE HOSPITAL 
MEDICAL COLLEGE; AURAL SURGEON TO THE NEW YORK 
EYE AND EAR INFIRMARY; CONSULTING OTOLOGIST 
TO ST. LUKE S HOSPITAL, AND TO THE NEW 
YORK ORTHOPEDIC DISPENSARY AND 
HOSPITAL. 

THE subject which you have asked me to make 
the theme of my paper this evening, is one of 
more than ordinary interest to the otologist. 
From the time that Kessel first suggested the 
feasibility of operative interference for the relief 
of inflammatory processes, causing adhesions be- 
tween the various elements of the ossicular chain, 
to the present date, operative procedures within 
the tympanic cavity have had a place in otological 
surgery. , i 

More or less discussion has arisen from time to 
time as to the advisability of such operations, 
simply for the relief of the results of intratym- 
panic adhesions. By that, I mean, either for the 
improvement of hearing, the relief of tinnitus, or 
relief of vertigo. The advisability of removing 
the ossicles in cases of.tympanic suppuration has, 
I think, never been questioned. The mere fact 
that dead bone is present in the tympanic cavity, 
constitutes a logical reason for its removal, and 
this operation has been practised ever since otol- 
ogy became a science. 

We have then, as the indications for the opera- 
tion of ossiculectomy, three classes of cases with 
which to deal: (1) Those cases in which the pa- 
tient-is suffering from what is commonly known 
as a chronic non-suppurative otitis. media; in 
which the membrana tympani has always been in- 
tact, and for which operative procedures are un- 
dertaken either for the improvement of the func- 
tion of the organ, or for the improvement of cer- 
tain symptoms, such as subjective noises and 
vertigo; (2) those cases in which an operation 
is undertaken primarily, for the relief of chronic 
suppuration. Here, the principal object of the 
operation is to remove all dead bone from the 
tympanic cavity and cause a cessation of the dis- 
charge. Incidentally, the surgeon may also aim, 
in those cases, to improve the hearing, also to re- 
lieve certain subjective symptoms. But the main 


‘object in this class of cases, is to effect a cure of 


the otorrhea; (3) we have to deal with a class of 





* Read before Section of Otology and Laryngology, College of 
Physicians, Philadelphia, Pa., November 19, 1902. ‘ 
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cases in which there has been previous suppura- 
tion. At the time the patient comes under ob- 
servation, however, this suppuration is either so 
slight as to cause the patient no inconvenience, 
and as to constitute practically no menace to life, 
but the results of the suppurative process remain. 
Here we have the ossicular chain bound down by 
adhesions, and the function of the organ im- 
paired as the result of the changes which have 
taken place within the middle ear. 

Under these three heads, I think, may be 
classed all of those cases which apply to the sur- 
geon for relief, and in which the operation of 
ossiculectomy may possibly be undertaken. 

Turning now, to the cases belonging to the first 
class, that is, to the chronic non-suppurative 
cases, where the operation is performed entirely 
for improving the function of the organ, or for 
the relief of the subjective symptoms, we have 
to consider what are the indications for opera- 
tion in any individual case. I think that opera- 
tive interference in these cases has fallen into 
disrepute very largely from the fact that many 
patients have been operated upon merely because 
they were very hard of hearing, and because an 
otoscopic examination revealed the presence of a 
chronic non-suppurative inflammation which had 
been unimproved by other measures of treatment, 
and the surgeon deemed this a sufficient indica- 
tion to attempt operative interference. In some 
of my own cases, of which I shall speak later, I 
have advised operation simply in the hope that 


the patient might be benefited, in spite of the 
fact that the operation seemed to be contraindi- 


cated. In every case, the operation has been a 
failure. For this reason, therefore, I think I may 
be pardoned if I dwell for a short time upon the 
indications for operation in*these cases. No case 
should be operated upon with any hope of im- 
provement, unless a careful functional examina- 
tion shows that the impairment in audition is due 
entirely to a middle ear lesion and that the laby- 
rinth is not involved. We must have normal or, 
better still, exaggerated bone conduction on the 
affected side, an elevation of the lower tone limit 
commensurate with the degree of impairment of 
hearing and a normal upper tone limit. In some 
cases, we will find that the upper tone limit is 
slightly reduced at the time of the first examina- 
tion, but upon catheter inflation, that the limit re- 
turns to the normal standard. This variation in 
the upper tone limit constitutes rather an indica- 
tion for the operation than othérwise, as it seems 
to signify that the lowest turn of the cochlea has 
begun to suffer from the pressure of the stapes 
upon that part of the labyrinth nearest the oval 
window, but that the relief of this tension by in- 
flation is sufficient to restore the labyrinth to a 
normal condition. It goes without saying that if 
the hearing improves greatly on inflation, no sur- 
geon would operate on the case at once, no mat- 
ter of how long standing the disease might be. In 
those patients who demand operation, we almost 
always find the Eustachian tube abnormally 
patent. Of course, if the hearing improves 


———— 


greatly under catheter inflation and the Eustach- 
ian tube is narrow, no surgeon would think of 
operating upon the case until the narrowing of . 
the Eustachian tube had been overcome and all 
possible improvement gained by this form of 
treatment. ; 

It has. been my invariable experience that 
where bone conduction is diminished, and the 
upper tone limit much reduced, operative inter- 
ference is absolutely valueless, and may, in fact, 
cause an increased impairment in the hearing. In 
dealing with the non-suppurative cases, we find 
that the ordinary history is that the hearing has 
been impaired for a number of years before the 
patient first comes under observation. It is fre- 
quently only when the impairment of hearing is 
noticed in the previously healthy ear, that the 
patient applies for relief. It has been my expe- 
rience that operative interference in such a case 
not only improves the hearing in the ear operated 
upon, that is, the poorer ear and the one first 
affected, but also renders the progress of the 
disease much slower upon the opposite side, and 
in some instances, seems to arrest its progress 
altogether. 

I recall one case, that of a young man operated 
upon five or six years ago, in which there was 
but slight impairment upon one side. This case 
was followed for a couple of years, and no im- 
provement resulted from local treatment. In 
fact, the hearing was slowly but steadily becom- 
ing worse. The hearing in the opposite ear was, 
however, excellent. I advised operation and re- 
moved the malleus, incus and membrana tympani 
from the affected side. The hearing was im- 
proved in the ear operated upon, and there has 
never been any impairment of function in the 
opposite organ. This young man suffers no in- 
convenience from the little impairment of hear- 
ing which remains in the affected ear. 

In another case operated upon last winter, in 
which a precisely similar condition existed, ex- 
cepting that the disease was of longer duration 
and the hearing much more impaired upon one 
side, the results of operative interference were 
very satisfactory. I cite these two cases, because 
here the results were exceedingly good. In no 
instance, has the operation failed to be of benefit, 
in which the indications, as above given, have 
been carefully followed in order to determine the 
advisability of operative interference. It should 
be laid down, I think, as an absolute rule, that 
where the upper tone limit is very much interfered 
with, and does not return to nearly the normal 
standard, as the result of inflation, that operation. 
is contra-indicated. By marked lowering of the 
upper tone limit, I mean where this limit falls be- 
low I (31,000) or 1.5 (26,000) on the Galton 
whistle of Edelmann. These limits are for the 
improved Galton whistle. If the ordinary 1n- 
By rnd — the — pop Peay 2.—2.5. sad 

egarding the technic of the operation, per- 
haps a few words may not be amiss. I shall speak 
here of the technic first in cases of chronic non- 
suppurative otitis media, that is, those cases in 
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which the drum membrane is intact. Many of 
these remarks on technic will also apply to 
residual purulent cases and to cases of chronic 
suppurative otitis media, in which the ossicles are 
removed primarily for the improvement of hear- 
ing or the relief of subjective symptoms. In all 
cases in which the ossicles are to be removed for 
the impairment of function, the object ‘of the 
operation is to free the stapes and to allow aerial 
vibrations to fall directly upon the head of the 
mobilized stapes without the intervention of the 
other members of the ossicular chain. In every 
case therefore, in which an ossiculectomy is con- 
templated, the operator should first expose the 
region of the oval window and should liberate the 
stapes as freely as possible. In the chronic non- 
suppurative cases this can be done, in almost 
every instance, by first performing what I term 
an “exploratory tympanotomy.” All of these 
operafions for functional improvement can be 
performed under cocaine anesthesia, and the re- 
sults are much better in the cases operated upon 
in this way, than when a general anesthetic is 
employed. It is of great advantage to be able to 
test the hearing from time to time during the 
operation, and to determine exactly how much, if 
anything, has been gained by each step of the 
procedure. 

Taking a simple case of chronic non-suppura- 
tive otitis media, my procedure is as follows: 
Some hours before‘the operation, the external 
auditory canal is thoroughly scrubbed with an 
alcoholic solution of bichloride of mercury of a 
strength of 1 to 3,000. This scrubbing must be 
somewhat vigorous in order to remove all for- 
eign material which may have lodged in the ex- 
ternal auditory canal. It goes without saying 
that the scrubbing should not be so severe as to 
remove the superficial layer of epithelium, -but 
sufficient to cleanse the canal thoroughly. In ad- 
dition to this, it should be remembered that the 
surface of the membrana tympani should also be 
mopped off with this solution. After the canal 
has been cleansed in this manner, it should be 
lightly dusted with boracic acid, and a pledget 
of sterilized cotton introduced into the canal. The 
entrance of the canal is occluded by a second 
pledget of sterile cotton. These pledgets are not 
removed until the time of the operation. The in- 
struments required for the operation are: a 
straight sharp-pointed myringotome, a blunt 
myringotome, right and left angular knives, 
right and left incus hooks, small forceps for ex- 
tracting the ossicula, and the. usual cotton- 
holders and aural specula. As the operation is 
performed under cocaine anesthesia, we also re- 
quire a 20-per-cent. sterile cocaine solution and 
for the control of hemorrhage which, in these 
cases, always constitutes an obstacle to perfect 
manipulation, a sterile solution of adrenalin 
chloride, of a strength of 1 to 5,000. The opera- 
tion must be conducted under as strictly aseptic 
Precautions as any other operation in surgery. 
All instruments used must be thoroughly steril- 
ized, the hands of the operator must be thoroughly 





cleansed, and the field of operation surrounded 
either with sterile towels or with towels wrung 
out in a solution of 1 to 1,000 bichloride of mer- 
cury. The cotton plugs should be removed from 
the canal and the canal cleared of boric acid by 
mopping it out with a cotton pledget moistened 
in an alcoholic solution of bichloride of mercury, 
of a strength of 1 to 3,000. As it is impossible to 
anesthetize the surface of the drum membrane by 
means of a cocaine solution, the first step of the 


operation must be painful, although this pain is. 


never so severe as to cause serious complaint on 
the part of the patient. 

The first step of the procedure consists in in- 
cising the membrana tympani by means of the 
sharp myringotome in the posterior and inferior 
quadrant, just within the line of attachment of 
the membrana tympani to the tympanic ring. If 
the knife is sharp, it can be carried through the 
drum membrane quickly and an incision made in 
an upward direction for the length of about one- 
sixteenth of an inch, without causing the patient 
anything more than temporary discomfort. After 
this incision has been made, a fine probe wound 
with sterile cotton is saturated in the cocaine so- 
lution and the cocaine applied to the lips of the 
incision. At the end of two or three minutes, a 
delicate probe can be introduced into the incision, 
and the patient will experience absolutely no sen- 
sation. The incision is then extended upward by 
means of the blunt: myringotome, the cut being 
made close to the periphery of the membrana tym- 
pani and following its line of attachment upward 
until the region of the incudo-stapedial articula- 


tion is reached. As soon as the patient experi-- 


ences pain, the operation should be discontinued, 
and the cocaine solution applied through the 
opening in the drum membrane until perfect 
anesthesia is secured. This incision should 
gradually be extended upward as far as the pos- 
terior. fold. It should then be continued forward 
in the line of the posterior fold as far as the short 
process of the malleus and then downward along 
the long process of the malleus for about one- 
half its length. It will be necessary, as before 
stated, to repeat the anesthesia several times be- 
fore this tongue-shaped flap can be cut from the 
drum mebrane. In some cases the membrana 
tympani is quite vascular, and the field of opera- 
tion may be obscured by bleeding. When this 
occurs the canal should be mopped out with a 
cotton pledget, and then a cotton-tipped probe 
moistened in the adrenalin solution should be in- 
troduced through the perforation ‘made in the 
drum membrane and held in position for a few 
seconds. This will effectually control all hemor- 
rhage and give the operator a perfectly clear 
field. After the flap has. been turned down from 
the drum membrane in the manner above de- 
scribed the incudo-stapedial articulation will be 
visible in almost every instance. I cannot recall 
a single case in which I could not see either the 


incudo-stapedial articulation, the descending 


process of the incus, or the posterior crus of the 
stapes. Frequently it is necessary to tilt the pa- 
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tient’s head well over upon the opposite shoulder, 
so as to enable the operator to look up behind the 
posterior fold or behind the margin of the 
annulus tympanicus in order to see the structures 
above named. If the field of operation is kept 
clean and the patient’s head put in proper posi- 
tion, the operator will seldom fail to see some 
portion of the articulation or of the incus or of 
the stapes. In one or two instances I have found 
the articulation covered completely by reduplica- 
tions of mucous membrane. In these cases, how- 
ever, there was a prominence in the posterior por- 
tion of the tympanic cavity which, upon impact 
of the probe, yielded slightly, showing that it 
consisted of mucous membrane. A vertical inci- 
sion made through these folds with a sharp 
myringotome, instantly revealed the incudo-sta- 
pedial articulation. It sometimes happens that, 
owing to the development of adhesions about the 
stapedius muscle, between the posterior crus and 
head of the stapes and the adjacent wall of the 
oval nitch, that the stapes is pulled upward and 
backward, so that the articulation lies almost en- 
tirely behind the margin of the tympanic ring. 
In these only a portion of the long process of the 
incus can be seen, the articulation itself being 
hidden. When this appearance presents, the 
next step of the operation is to pass the sharp- 
pointed knife between the descending process of 
the incus and the tympanic ring, carrying the 
knife inward until its point encounters the inter- 
nal wall of the middle ear. An incision is then 
made downward, the point of the knife being 
kept firmly in contact with the bone, so as to 
. divide these posterior adhesions. The incudo- 
stapedial articulation will then appear in the field 
of operation, being drawn forward by the un- 
opposed action of the tensor tympani muscle. As 
soon as the articulation is clearly seen, it should 
be divided from before backward by means of the 
angular knife. Thus the stapes is freed from the 
other elements of the ossicular chain. 

The hearing should now be tested, both for the 
whisper, the voice, and by means of tuning-forks, 
the latter being used to determine the lower tone 
limit. If quantitive audition is improved or the 
lower tone limit lowered, the operator is confident 
that the obstruction to the entrance of sound 
waves lies external to the oval window, and, 
therefore, that the hearing will be improved by 
the removal of the two larger ossicula and of the 
drum membrane. Before the operation is com- 
pleted, however, it is wise to attempt still further 
mobilization of*the stapes by dividing any adhe- 
sions which may be present between the crura of 
the ossicle and the inferior, superior and anterior 
walls of the oval nitch, and also to mobilize the 
little bone as much as possible by the use of a 
cotton-tipped probe. The probe, inserted so as to 
lie just below the head of the stapes, is pressed 
upward gently but firmly, so as to raise the ossi- 
cle as it lies in the oval nitch. The probe is then 
applied above the head of the stapes, and the 
bonelet pressed downward. By applying the cot- 
ton-tipped probe successively in front of the ossi- 


cle, pressing backward, and behind the ossicle 
pressing forward, more complete mobilization is 
obtained. From time to time the hearing should 
be tested to determine the result of these various 
manipulations. ? 

If improvement in the hearing results, or if the 
lower tone limit is lowered by an octave, the 
operator is warranted in completing the opeta-. 
tion, that is, in removing the two larger ossicles 
and the membrana tympani. To do this, it is 
usually necessary to apply more cocaine through 
the opening in the drum membrane. As large a 
pledget of cotton as will pass through the open- 
ing, is wound upon the probe, saturated in. co- 
caine solution, and passed through the perfora- 
tion in the drum membrane. This is held in po- 
sition for a few seconds and pressed gently upon 
the internal wall of the middle ear, so as to fill 
the anterior part of the tympanic cavity with the 
cocaine solution. In this way, complete anes- 
thesia of the middle ear is obtained. The drum 
membrane is next punctured at its inferior pole 
by means of the sharp-pointed knife. The blunt- 
pointed knife is then introduced and the anterior 
attachment of the drum membrane divided from 
below upward to a point just above the short 
process of the malleus. The edge of the knife is 
then turned in the opposite direction and the in- 
cision extended upward and backward from the 
original point until it reaches the exploratory 
myringotomy wound. The knife is then carried 
into the upper portion of the exploratory myring- 
otomy wound and the incision carried forward 
and upward across the neck of the malleus, join- 
ing the anterior incision already described. The 
membrana tympani is thus entirely freed from all 
attachment and the malleus hangs suspended by 
the external ligament, the superior ligament and 
the malleo-incudal capsular ligament. By means 
of the sharp myringotome introduced in a direc- 
tion upward and inward, just above the short 
process, the cutting edge being first directed 
backward and then forward, the external liga- 
ment of the malleus is completely divided. The 
ossicle is then grasped by a pair of stout forceps 
just above the short process and is pushed in- 
ward and then pulled downward and outward 
and the ossicle extracted from the canal. The 
next step is the removal of the incus. The. canal 
is first thoroughly dried with a cotton pledget, 
and more cocaine applied, if necessary, in order 
to retain perfect anesthesia. If the hemorrhage 
is troublesome at this stage of the operation,— 
and it frequently is sufficiently profuse to inter- 
fere with a complete view of the operative field, 
—the introduction of the adrenalin solution, 
either upon a cotton-tipped probe or by means of 
a narrow strip of gauze saturated in this solution, 
and packed quite firmly into the canal, will thor- 
oughly control the bleeding. The incus is next 
sought for by means of the incus hook. This in- 
strument is introduced into the tympanic cavity 
with the curve looking forward and after its 
angular portion has disappeared behind the tym- 
panic ring, it is drawn outward until its further 
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outward passage is prevented by the annulus 
tympanicus. The hook is then carried upward and 
at the same time, rotated forward. This manipu- 
lation in almost every instance, will result in 
bringing the long process of the incus into view. 
If the first effort is unsuccessful, the manipula- 
tion can be repeated until the long process of the 
incus is seen. The ossicle is then grasped with a 
pair of forceps, pulled downward and outward 
and extracted from the canal. In cases of 
chronic non-suppurative otitis, the extraction of 
the incus presents practically no difficulties, as 
there are seldom any adhesions between the body 
of the incus and the adjacent walls of the epitym- 
panic space in which it lies. It should be remem- 
bered that no operation is complete unless the 
incus is extracted. If the ossicle is allowed to 
remain, adhesions may form between the long 
process and the stapes which will entirely vitiate 
the results of the operation. 

After the ossicles have been removed the field 
of operation is dried with cotton pledgets, the 
outer portion of the canat resterilized with bi- 
chloride of mercury and a strip of sterile gauze 
carried into the tympanic cavity through the 
canal. This gauze should not be packed in 
tightly, but inserted simply to insure free drain- 
age from the middle ear after the astringent ef- 
fects of the cocaine and adrenalin have worn 
away. The strip of gauze is cut off short and 
buried, so to speak, in the meatus; the entrance 
to the canal is then closed with a pledget of ster- 
ilized cotton. The patient is instructed to change 
this outer pledget of cotton as often as may be 
necessary, but not to interfere with the strip of 
gauze in the canal.’ This strip is left for about 
24 or 36 hours, and is then removed by gentle 
traction. This manipulation must be done deli- 
cately, as, if the gauze is removed roughly from 
the canal, there is apt to be some bleeding into the 
tympanic cavity, which is liable to interfere with 
the success of the operation. .The subsequent 
treatment of the case is simple. The canal is ster- 
ilized daily with an alcoholic solution of bichloride 
of mercury and after each sterilization a pledget 
of sterilized cotton is inserted deeply into the ca- 
nal, so as to prevent any infection from without. 
The entrance to the canal is closed with a second 
pledget of sterilized cotton, which the patient is 
allowed to change as often as it becomes moist. 
The ear is dressed daily until the discharge 
ceases. If asepsis is carefully preserved, the dis- 
charge never becomes purulent. A serous dis- 
charge persists for a period of from five to ten 
days after the operation, at the end of which time 
the ear will be found perfectly dry. When the 
discharge has almost disappeared, it is well to 
dust a little boric acid over the internal tympanic 
wall, in order to hasten the drying process. As 
the discharge decreases in amount, the inner 
Pledget of cotton may be omitted altogether and 
the patient may be allowed to leave out the outer 
Pledget while he is in the house, replacing it 
whenever he goes out of doors; the object of the 


outer pledget being simply to prevent infection 
of the middle ear from without. 

It has been stated that this operation is of 
practically no value, in that the membrana tym- 
pani will invariably return, if removed. From 
my own experience, I can say that this is not so. 
In many of my cases,—I cannot give the exact 
proportions—the membrana tympani, after re- 
moval, has not returned. In certain other cases, 
it has returned once; and less frequently a sec- 
ond time, after the second removal a large per- 
manent opening has remained. In a very small 
proportion of cases I have been obliged to remove 
the membrane a third time, but I have never 
failed in a single instance, to ultimately secure 
a permanent opening. 

I have described in detail the typical procedure ° 
where the hearing is found improved during the 
operation. In cases where an exploratory tym- 
panotomy is undertaken, in the forlorn hope of 
improving the hearing, and where no such im- 
provement results after mobilization of the stapes 
through the exploratory opening, it is unwise to 
proceed with the operation. If the surgeon, on 
account of the particular topography of the parts, 
is unable to assure himself that he has secured 
perfect mobilization of the stapes, I believe he is 
justified sometimes in completing the operation 
in order to gain room to thoroughly mobilize this 
ossicle. The ultimate results in cases when 
the mobilization prior to removal of the malleus 
and incus has not improved the hearing, are usu- 
ally so unsatisfactory that it has been my almost 
invariable practice to close the opening in the 
tympanic cavity immediately after the explora- 
tory operation if this has been followed by no 
benefit. The flap of drum membrane is put back 
in its original position and the strip of sterilized 
gauze inserted into the canal. When this gauze 
is removed, if there is but little discharge, a disk 
of sterilized paper is fitted over the surface of the 
drum membrane so as to completely cover the flap 
and hold it in position. Owing to the retraction 
of the tissue forming the flap, the margins of the 
flap do not approximate themselves to the sur- 
rounding membrana tympani, and this paper sup- 
port greatly facilitates healing. Sometimes the 
serous discharge from the middle ear is so great 
as to render it impossible to apply this paper 
dressing until one or two days after the opera- 
tion. If the parts are kept thoroughly sterilized, 
however, this dressing can be applied in the 
course of a few days and left in position until it 
is cast off by the outward growth of the der- 
moid layer of the membrani tympani, and when 
the paper comes away, the wound in the drum 
membrane will be found to be thoroughly healed, 
with a minimum amount of cicatricial tissue. Un- 
less infection takes place, the ear is left in as 
good a condition as it was before. This remark 
applies to those cases in which there has been no 
previous labyrinthine involvement. In certain in- 
stances where an exploratory operation has been 
done, in which there was slight labyrinthine in- . 
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volvement, the condition after operation was not 
as good as it was before. 

Coming now, to those cases in which the opera- 
tion is performed for the relief of suppuration, 
and in which the effect upon the power of audi- 
tion is a secondary matter, certain variations in 
the technic of the operation present which are 
perhaps worthy of mention. In the first place, the 
proper selection of cases is of importance. The 
surgeon must decide before advising the opera- 
tion of ossiculectomy for the relief of otorrhea 
whether the intratympanic caries is limited or 
extensive. If the caries is limited to the ossicular 
chain and to those parts of the tympanic cavity 
which can be reached by instruments introduced 
.through the meatus, operation through the canal 
is the procedure of election. . Where, from the 
character of the perforation and general appear- 
ance of the parts, the history of the case and the 
information gained by the careful use of the 
probe in the tympanic cavity, the operator is con- 
vinced that the suppurative process has extended 
into the mastoid antrum, it is unwise to advise the 
procedure of ossiculectomy, these cases demand- 
ing the radical operation. In doubtful cases, 
where the hearing in the ear is good, and where 
there is no involvement of the labyrinth, the sur- 
geon may be tempted to advise ossiculectomy as 
a preliminary procedure, giving the patient to un- 
derstand that at a later period it may be neces- 
sary to do a radical operation. Where, however. 
the hearing is very much impaired in the affected 
ear, and where the hearing on the opposite side 
is good, all cases of extensive suppuration should, 
I believe, be treated by the radical operation, 
rather than by the more conservative procedure 
of ossiculectomy. Ossiculectomy, then in cases 
of caries is applicable to those cases where the 
carious process is limited in extent, or to those 
doubtful cases where the hearing in the suppurat- 
ing ear is very good and the radical operation 
threatens the patient with a decided diminution 
in the hearing power. The technic in these cases 
must depend largely upon the appearance pre- 
sented upon examination. The first step should 
always be to free the stapes from adhesions and 
then to divide the incudo-stapedial articulation. 
The subsequent extraction of the ossicles can then 
be effected without danger of injuring the sta- 
pedio-vestibular joint or the labyrinth. The same 
general plan of freeing the malleus must be fol- 
lowed in these cases as in the non-suppurative 
cases. Particular stress is to be laid upon the 
necessity of removing the fragment of the incus 
remaining in these suppurative cases. Many of 
the operations reported have been unsuccessful 
in controlling the suppuration for the simple rea- 
son that the operator has contented himself with 
removing the malleus alone, and making a rapid 
search for the incus. As we all know, this ossi- 
cle is the one most frequently affected in intra- 
tympanic caries, and a small fragment of this 
ossicle remaining after the operation is sufficient 
to cause a continuance of the suppuration. The 


incus should therefore be most carefully sought 





for in the manner already described. Where this 
ossicle has not been found by means of the incus 
hook, it is wise to remove the upper and posterior 
portion of the inner extremity of the bony mea- 
tus, by means of the cutting forceps, in order to 
gain free access to the tympanic vault and dis- 
place the carious incus which may lie hidden 
there. After the two larger ossicula have been 
removed, thorough curettement of the tympanic 
cavity should be done. The atrium is easily cu- 
retted by means of the sharp, straight curette. For 
the tympanic vault, however, angular curettes 
are necessary. This curettement should be 
thorough, and no softened bone should be left. 
It is also important to carry a small fine curette 
well- into the Eustachian tube, removing all gran- 
ulation tissue in this region and thoroughly de- 
nuding the lining membrane of its superficial epi- 
thelium near the tympanic orifice. In this way, 
the Eusiachian tube will frequently be occluded 
by cicatricial tissue and the subsequent infection 
of the tympanic cavity from the nasopharynx will 
be avoided. Attention should also be paid to the 
margins of the tympanic ring. The entire cir- 
cumference of the annulus tympanicus should be 
scraped with a sharp curette in order to remove 
all remnants of the membrana tympani and favor 
a complete dermatization of the tympanic cavity. 
After thorough curettement, the canal should be 
packed rather firmly with a strip of sterile gauze, 
and the meatus occluded with a pledget of steril- 
ized cotton. This strip of gauze may be removed 
at the end of 24 or 36 hours. The field of op- 
eration should then be wiped dry with pledgets 
of sterile cotton: At the end of 48 hours after 
the operation, it is well to sterilize the entire op- 
erative field with an alcoholic solution of bichlor- 
ide of mercury of a strength of 1 to 3,000. The 
parts may be subsequently dusted with boric acid 
or xeroform. The meatus is then occluded with a 
pledget of sterile cotton, the patient being re- 
minded to change this pledget as often as it be- 
comes moist. The patient should also be warned 
against the possibility of infecting the- discharge 
in the canal, if the pledget is changed when the 
hands are not thoroughly cleansed. Directions 
should therefore be given that the hands be thor- 
oughly washed before changing the pledget of 
cotton in the ear. 

Where, at the time of operation, the intratym- 
panic adhesions have been very firm and consid- 
erable hemorrhage has resulted, there will be a 
rather profuse serous dischargé from the canal 
for, at least, two weeks after the operation. It 
is frequently wise, therefore, in these suppura- 
tive cases, at the end of three days after the op- 
eration, to allow the canal to remain open, and to 
direct the patient to irrigate the ear about three 
times a day with a solution of bichloride of mer- 


-cury, of a strength of 1 to 5,000. The patient 


should be seen at least every second day, and bet- 
ter still, every day, and the parts carefully steril- 
ized by the surgeon, in the manner already ad- 
vised. The length of time that the discharge will 
persist after these operations, varies greatly in 
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different cases. It may be roughly stated that the 
discharge will cease at the end of one to three 
months after the operation. 


It is impossible to go more minutely into the 


details of after-treatment. It goes without say- 
ing that if exuberant granulations appear dur- 
ing the course of cicatrization, they must be treat- 
ed either with the fused bead of nitrate of sil- 
ver or with some similar chemical caustic. In 
properly selected cases an operation of this char- 
acter will be followed either by complete cure or 
by a very marked decrease in the amount of dis- 
charge. Even in those cases where a slight dis- 
charge persists after the operation, the establish- 
ment of free drainage removes all menace to life 
and with but trifling inconvenience on the part 
of the patient, the ear can be kept in a perfectly 
satisfactory condition. 

Regarding the danger to life, the operation may 
be regarded as absolutely free from any such pos- 
sibility. The facial nerve may, of course, be in- 
jured in attempts at removing the incus, unless 
the incus hook is kept closely applied to the mar- 
gin of the tympanic ring while its curved extrem- 
ity is within the tympanic cavity. The facial 
nerve may also be injured by the cutting forceps 
in removing the upper and posterior margin of 
the tympanic ring unless care is taken to hook 
the forceps firmly against the ring, and to exert 
traction upon them while the blades are being 
closed. If this is not done, when the blades of 
the forceps are approximated, the blunt extremity 
of the instrument may be driven forcibly against 
the Aqueductus Fallopu; and if its wall is un- 
usually thin, the canal and underlying nerve may 
be injured. 

A very rare accident is injury of the jugular 
bulb in curetting the power part of the internal 
tympanic wall, or injury to the internal carotid 
artery when the curette is used in the Eustachian 
tube. The former accident has happened to me 
in one instance, and in that case the patient ulti- 
mately developed a thrombosis of the internal 
jugular requiring excision of the vein; this pa- 
tient made a complete recovery. So far as I know, 
tht carotid artery has never been injured in this 
operation, although’ its proximity to the Eusta- 
chian tube should be borne in mind, and the 
curette should be used with the utmost gentle- 
ness. 

_ The chief difficulty in performing the operation 
is the occurrence of hemorrhage. Before the dis- 
covery of ‘adrenalin: the only method which we 
had to control hemorrhage was to firmly pack the 
canal either with small pledgets of cotton or with 
strips of sterile gauze. This method is perfectly 
competent to control the hemorrhage, and if either 
the tampons or the gauze strip are left in position 
for a few seconds, the field of operation will be 
found to be fairly dry upon their removal. It is 
necessary to repeat this procedure, however, from 
time to time, in order that all manipulations may 
be carried on under ocular inspection, as the field 
rapidly fills with blood. Since the discovery of 
the hemostatic properties of adrenalin, it has been 


my practice in all of these cases to firmly pack the 
canal with a strip of gauze moistened in a sterile 
solution either of adrenalin chloride, 1 to 5,000, or 
of suprarenal extract, whenever there was suffi- 
cient hemorrhage to interfere with the operation. 
The use of the moist tampon in this way certainly 
controls the hemorrhage very perfectly, and short- 
ens the time of the operation. Where the opera- 
tion is undertaken for the relief-of suppuration 
the thorough curettement of the tympanic cavity 
naturally precludes the possibility of this opera- 
tion being performed under local anesthesia. A 
general anesthetic must, therefore, be admin- 
istered in operating upon these cases. 

Last of all, we come to the consideration of 
those cases in which there is a slight discharge 
present, or in which the patient is suffering from 
the results of a former purulent inflammation, 
that is, otitis media purulenta residua. Ossiculec- 
tomy is undertaken in these cases primarily for 
the improvement of hearing, or the relief of sub- . 
jective symptoms, such as tinnitus and vertigo. 
It must be remembered that in a large number of 
these residual cases, the removal of the ossicular 
chain is not necessary, and that the surgeon fre- 
quently obtains brilliant results by the simpler 
procedure of freeing the stapes from all adhe- 
sions by dividing the tense bands which may have 
developed between the crura.of the ossicle and 


the walls of the oval nitch, ‘and also by dividing 


the incudo-stapedial joint, if this has not already 
been destroyed. These cases of synechiotomy lie 
beyond the limits of this paper. In certain cases, 
however, it is impossible to liberate the stapes 
absolutely without removing the two larger os- 
sicula and the renfnants of the drum membrane. 
The same rules indicating the advisability of this 
procedure in chronic non-suppurative otitis, apply 
to these cases of residual middle ear suppuration, 
in which the operation is undertaken for improve- 
ment in the function. No good result can be ob- 
tained unless bone conduction is either normal or 
increased, the lower tone limit considerably ele- 
vated, and the-upper tone limit practically nor- 
mal. 

The technic of the operation is essentially the 
same as already described in the non-suppurative 
cases, modified, however, by the location of the 
perforation in the membrana tympani. In cases 
of complete cicatrization of the drum membrane, 
the procedure is identical with that laid down in 
the non-suppurative cases. The first step in the 
operation should invariably be the exposure of the 
incudostapedial joint, the division of adhesions 
about the stapes, and the division of the incudo-: 
stapedial articulation. In many cases of this class 
the remnant of the drum membrane is very thick 
owing to an increase in the connective tissue layer, 
and we sometimes find calcerous deposits in the 
fibrous layer of the membrana tympani. This 


thickening of the drum membrane naturally in- 
creases the difficulty of the operation. The pro- 
cedure in these cases can, however, be almost in- 
variably conducted without the employment of a 
general anesthetic. 
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Coming now to the results of these various op- 
‘erative procedures, out of 88 cases of chronic non- 
suppurative otitis, operated upon for the improve- 
ment of function, 76 cases were improved, 10 
were unimproved, one grew worse after the op- 
eration, and in one the result was unknown. 

In those cases operated upon for the relief of 
suppuration, out of 92 cases operated upon by the 
author for the relief of suppuration, 53 were 
cured, 25 improved, two were unimproved, and 
in 12 the result was unknown. The effect upon 
the hearing in those cases operated upon for sup- 
puration has not been accurately determined in 
every case. In most of the cases, however, the 
hearing was improved, and I do not now recall a 
single instance in which the hearing was made 
worse. 

In nine residual purulent cases, in which the 
two larger ossicles were removed for the improve- 
ment of hearing seven have been improved, one 
unimproved and one case is still under treatment. 
Of course, most of the cases of this character are 
operated upon by synechiotomy of the stapes 
which falls outside the province of the paper. 


THE DISCREPANCY BETWEEN CLINICAL MANI- 
FESTATIONS AND PATHOLOGICAL FIND- 
INGS IN APPENDICITIS.* 


BY NATHAN JACOBSON, M.D., 
OF SYRACUSE, N. Y.; 
PROFESSOR OF CLINICAL SURGERY, COLLEGE OF MEDICINE, SYRA- 


CUSE UNIVERSITY; SURGEON TO ST. JOSEPH S 
HCSPITAL, SYRACUSE N.Y. 

ORDINARILY appendicitis is easily recognized. 
Few diseases manifest more characteristic 
symptoms. It is not the purpose of this paper 
to discuss the differential diagnosis, but rather 
to consider the manifestations of the disease at 
the bedside, and compare them with what we 
find on the operating table. Our text-books tell 
us that there are catarrhal, ulcerative or gan- 
grenous, and perforative forms. 

It is generally assumed that the so-called ca- 
tarrhal form shows its acuteness in the first 24 
hours of illness, during which period the con- 
stitutional symptoms reach their height, and the 
local manifestations become pronounced. Dur- 
ing the second day there is some subsidence of 
acute symptoms, while the absence of serious 
manifestations usually assures the medical at- 
tendant that the case can safely rest under so- 
called conservative (or perhaps better named) 
“let alone” treatment. Most practitioners de- 
pend to a great extent upon the constitutional 
manifestations. The pulse and temperature are 
closely watched. If neither is high it is assumed 
that the patient will get well without surgical aid. 
In many instances not enough attention is paid 
to local signs. How easily one can be misled by 
adopting such a course can be seen by studying 
the following case: N. B., seen at his home in 
East Syracuse, June 10, 1901, with his physi- 
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cian, Dr. Chase. The boy was ten years old, and 
had been compelled to leave church the day be- 
fore, as he had been suddenly seized with nausea 
and vomiting, and pain which he referred to the 
umbilicus. There was no rise of temperature. 
The colic was pronounced. With the aid of an 
enema the bowels moved. Vomiting persisted 
until midnight. On the morning of the second 
day the bowels moved freely, but the pain shifted 
from the umbilicus to the right iliac fossa. There 
was marked tenderness at the McBurney point. 
With all this the temperature remained normal 
during the entire morning. At 3 o’clock in the 
afternoon when I saw him his pulse was 88, and 
temperature 99.8° F. But the local signs in the 
right iliac fossa were very acute. I urged oper- 
ation because of the pronounced local manifes- 
tations, despite the absence of constitutional dis- 
turbance. On exposing the appendix it was 
found to be nearly half an inch in diameter, dis- 
tended with pus, and contained fecal concretions. 
Its free end was gangrenous, and a point close 
to the cecum was so thin as to require very care- 
ful manipulation to prevent rupturing it. The 
interesting point was, that a piece of omentum 
had wound itself around the base of the appen- 
dix constricting it so tightly as to shut off the 
circulation and cause the rapid gangrene. There 
were no protective adhesions, and evidently in a 
very few hours the case would have been con- 
verted into one of general peritonitis. The op- 
eration was done 27 hours after the first mani- 
festation of the disease. 

As opposed to this condition, I had occasion 
recently to report a case in which there was very 
pronounced constitutional disturbance, and where 
during the first 24 hours the temperature ran to 
104.5° F., the pulse to 132, while the local signs 
were not so pronounced. In this case we found 
upon operation that we had to deal with hemor- 
rhage into the substance of the appendix. 

Many times cases present mild symptoms dur- 
ing the first 24 hours, and suddenly without 


warning they become very acute and even alarm- 


ing. An excellent illustration of this condition 
of things was presented in the case to which I 
was called Sept. 29, 1898, by Dr. Heffron. Dur- 
ing the first day of sickness there was no marked 
constitutional trouble. The highest temperature 
recorded was 100.5° F., and the pulse rate had 
not gone above 90. The patient was a boy of fif- 
teen years. On the afternoon of the second day 
there was a sudden chill, the temperature rose to 
104° F., the pulse rate to 140 to 150. Pain be- 
came agonizing. Persistent vomiting of a green, 
watery substance set in. The tenderness was 
greatly increased. And yet, after a free evacua- 
tion of the bowels the intensity of the local symp- 
toms was much lessened. We operated upon him 
that night. At the time of operation the tem- 
perature was 103.5° F., the pulse 156. We 
found an infected mass of omentum, a gan- 
grenous appendix two inches in length, sharply 
bent upon itself, a perforation at the point of 
constriction; with all of the exposed intestines 
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covered with a diphtheritic exudate, and a large 
quantity of thin sero-pus in the free peritoneal 
cavity. 

bb wale case, seen with Dr. Wynkoop, in 
-January, 1899, a young man of sixteen years had 
been sick one day, but the symptoms were so 
mild that no physician was called. At the time 
of our consultation he had a moderate amount 
of fever (101.5° F.), and a pulse of 116. There 
was rigidity of the right side of the abdomen, 
exquisite tenderness at the McBurney point; the 
left side was quite free from pain. However, the 
patient did not suffer so badly but that he was 
able to go to the bath room. We were hardly 
prepared to find an advanced appendicular and 
peritoneal inflammation. The appendix was ul- 
cerated. The cecum was plastered over with ex- 
udate, while the lower part of the abdomen was 
filled with thin sero-pus. With each displace- 
ment of a coil of intestine there was a fresh gush 
of pus. In the subsequent history of this case, 
the extensive peritoneal involvement was ap- 
parent in the number of adhesions which formed, 
and the occurrence of intestinal: obstruction. 

The improvement usually evident on the sec- 
ond day in the so-called “catarrhal” appendicitis, 
may often lead to a feeling of security which the 
real condition by no means warrants. The tem- 
porary amelioration of symptoms is not always 
the expression of an actual improvement in the 
condition. On the morning of Oct. 5, 1901, I 
saw a child six years of age with Dr. Levy. He 
had presented on the day before evidence of ap- 
pendicitis. I saw him at 9 A. M. on the sec- 
ond day. His temperature was 101° F. The 
local manifestations had greatly improved. 
There was but little rigidity of the abdomen, 
and I was able to exert a great deal of pressure 
over the site of the appendix without causing the 
patient to flinch. His pulse-rate was 114—not a 
high pulse-rate for a nervous child. Both the 
parents and the attending physician were satis- 
fied that there was marked improvement in the 
case. I saw him again at three o’clock in the af- 
ternoon. There was no aggravation of local 
symptoms whatsoever. His temperature still re- 
mained 101° F., but the pulse-rate had increased 
to 126. Taught by experience that the aggrava- 
tion of any manifestation in the course of an at- 
tack of appendicitis means progression of dis- 
ease, I advised immediate removal of the patient 
to the hospital for operation. There was some 
delay in his transfer. At half past seven, on his 
admission to the hospital, the pulse-rate had ris- 
en to 180, but the thermometer still registered a 
temperature of 101° F. ‘The abdomen continued 
to be flat. There was no marked rigidity. We 
were entirely unprepared to find as we did upon 
incising the abdomen, that it was filled with thin 
pus. While irrigating the abdominal cavity his 
pulse became so flickering in character that it 
could hardly be counted. He began to vomit a 
dark brown material; the pupils dilated; and his 
breathing had to be maintained artificially. The 
appendix, four inches in length, was in a state of 


a and had a perforating ulcer at the cecal 
end. 
It seems to me that no condition may be more 
difficult to recognize, or have its seriousness 
more completely masked, than that which is 
present soon after the rupture of an appendix, 
and when general peritoneal infection has just 
occurred. The constitutional condition may be 


quite undisturbed, or at any rate, the presenting 


symptoms may be very mild. 

On April 14, 1898, I was asked to see an at- 
torney, forty years of age, by his attending phy- 
sician, Dr. Loomis. Five days before, the patient 
had taken a long bicycle ride. The following 


‘day being Sunday, he attended service. He had 


some abdominal pain on this day. It was not 
until the 11th inst., namely, three days before 
our consultation, that Dr. Loomis was asked to 
see him. There was then some vomiting, and 
a slight elevation of temperature, the highest for 
the day being 100° F. It was on this day that - 
the local manifestations first suggested appendi- 
citis. On this and the following day the bowels 
moved freely. The temperature did not then go 
above 100° F. The rigidity of the abdomen 
seemed lessened. On the day prior to our con- 
sultation, a little bloating occurred, but it was 
not attended with increase of pain nor rise of 
temperature, while the pulse-rate was not above 


When I entered his room at noon on April 14, 
he was bolstered up in bed at work on a brief, 
so mild was the discomfort which he experienced. 
His temperature during that day had _ varied 
from 98.5 to 99.5° F.; his pulse was slightly ir- 
regular and 96; but the respirations were 40. 
The abdomen had become suddenly greatly dis- 
tended. There was general rigidity of the ab- 
domen not particularly marked at the right side. 
He was suffering less pain than he had , been. 
The most alarming manifestation was a persis- 
tent hiccough with which he had been troubled 
the entire morning. Moreover, the bowels had 
not moved that day. So thoroughly did the gen- 
eral peritonitis mask the signs of appendicitis 
that I had to depend entirely upon Dr. Loomis’s 
history of the case for an explanation of the ori- 
gin of the trouble. The local symptoms stamped 
the case as being so exceedingly serious that Dr. 
Heffron was asked to see him with us. The 
peritoneal cavity was found filled with sero-pus ; 
the distended intestines were deeply injected; 
the appendix was gangrenous and broken down 
and was perforated close to the cecum. 

It is not my desire to multiply experiences of 
this kind, but as this is by no means an isolated 
example it seems to me that I should emphasize 
the marked difference in the patient’s feelings, 
and the serious pathological conditions we fre- 
quently encounter in this disease. I shall_there- 
fore ask you to bear with me while I refer briefly 
to a few additional cases of this kind. 

On Oct. 7, I was called to Elbridge to see 
an unmarried woman, fifty-one years of age, at 
the home of her nephew, Dr. Kapel. She had 
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had for a few days some mild symptoms of ab- 
‘ dominal disturbance, but they had not been suffi- 
ciently severe to interfere with her going to Au- 
burn on a visit, and indeed she had only returned 
from that city the evening before. Upon her re- 
turn to Elbridge she had a temperature of 100° 
F. and a pulse of 96. During the night she suf- 
fered considerable pain; vomited some; and her 
abdomen began to bloat. She had been given a 
mercurial cathartic, and with the aid of an 
enema had a very free evacuation of the bowels. 
She felt more comfortable after this. She did 
not complain of any particular point of pain, but 
insisted that there was quite as much tenderness 
on the left as on the right side of the abdomen. 
The abdomen was considerably distended and 
hard, yet I was satisfied that I could map out an 
area in the right iliac fossa where, on percussion, 
a duller note was emitted than could be obtained 
elsewhere. I advised operation. On entering the 
abdominal cavity evidence of a general peritoni- 
tis was present. A quaritity of sero-pus was 
found. The cecum was deeply engorged. In the 
right iliac fossa I succeeded after considerable 
difficulty, in locating an exudate and bringing 
to the surface the appendix, which was embedded 
in a mass of infiltrate. Its tip was gangrenous 
and pus oozed out of a perforation at this point. 

A third case illustrates the difficultie$ in de- 
termining the existing condition. This patient, 


a young woman seventeen years of age, was seen 
ten days ago in consultation with Drs. Alfred 


Mercer and Miller. She was profoundly sick 
and impressed one at once with the seriousness of 
her condition. Here the difficult problem was to 
determine the cause of the peritonitis. For near- 
ly a week her abdomen had been greatly dis- 
tended and firm. Her complaint in the begin- 
ning was altogether of pain in her left side. Un- 
til within 48 hours the bowels could be moved 
with the aid of purgatives, but since then evi- 
dences of intestinal obstruction presented them- 
selves. There was persistent vomiting, the 
ejected material being black and foul, as well as 
complete inaction of the bowels. I was able to 
make out a very slight difference in the degree of 
rigidity between the two sides of the abdomen— 
that it was greater on the right side. I believed 
also that I could detect a difference in the per- 
cussion note over a limited area in the right iliac 
fossa. The tympanitic note was modified, as 
though the distended bowels lay over a firm 
substance. When this patient was operated upon 
by Dr. Miller, we found a perforative appendi- 
citis, with three distinct openings in the appen- 
dix, large fecal concretions, a necrotic condition 
of the cecum at the point of origin of the appen- 
dix, and the bottom of the pelvis filled with a 
large quantity of foul-smelling pus. 

About as obscure a case as one would be apt 
to encounter was sent in to St. Joseph’s Hospital 
yesterday afternoon by Dr. Werfelmann, and op- 
erated by me at my clinic soon after admission. 
An Italian woman, 22 years of age, married, the 
mother of a fifteen-months-old child and now five 


== 


months pregnant, was well until nine o’clock of 
the morning before. At this hour she was seized 
suddenly and without previous warning with in- 
tense pain in the right iliac fossa.. She had al- 
ways been a robust woman, of florid complexion. 
Dr. Werfelmann could not be reached, and the 
condition being urgent, Dr. Fischer was called 
to see her. Morphine was administered hypo- 
dermically and salines internally. She vomited 
some. ‘The temperature was normal, but the 
pulse rapid. Later Drs. Fischer and Werfelmann 
examined her together. The manifestations were 
not positively characteristic of any particular 
condition. The question whether an extra- 
uterine pregnancy had not ruptured, was se- 
riously considered. Yesterday morning the. ab- 
domen became generally rigid and the pain was 
most pronounced on the right side. The bowels 
failed to move; temperature continued normal; 
the pulse rapid, the urine scanty. 

I saw her about half-past two in the afternoon. 
Her rectal temperature was 98.8° F., her pulse 
130. Her face was pale; and her expression in- 
dicated great suffering. The abdomen was very 
hard; right-sided. tenderness was acute. No 
other physical signs could be made out, as the 
pregnant uterus reached above the level of the 
umbilicus. Pelvic examination was negative. 
My examination was made in association with 
Drs. Werfelmann and Miller. It was decided 
to operate at once. Under the anesthetic the ab- 
domen became much less tense. The usual in- 
cision for appendicitis was made. Upon open- 
ing the peritoneal cavity there was at once a 
gush of thin pus. Some of the intestines were 
deeply congested. The right ovary and_ tube 
were inflamed. The former was covered with an 
exudate. The appendix was found to be extreme- 
ly gangrenous. The suddenness of the onset, 
the immediate reference of the pain to the right 
iliac fossa, the persistent absence of fever, the 
general abdominal rigidity without exaggeration 
thereof on the right side, and the inability to ob- 
tain any of the usual confirmatory local signs 
because of the existing pregnancy, combined to 
obscure the clinical expression of the pathologi- 
cal condition. 

Sometimes we encounter cases in which all of 
the signs point to a localized disturbance, and 
yet the trouble is widespread. A young girl of 
fourteen years, whom I saw at the summer home 
of her parents, in Cazenovia, in June, 1898, had 
been sick but thirty hours. Her physician, Dr. 
Joy, had promptly recognized the trouble. Only 
twelve hours before my visit had the tenderness 
localized itself at the McBurney point. There 
was no general abdominal distension. The rigid- 
ity on the right of the abdomen was less severe 
than we ordinarily find it. The constitutional 
disturbance was marked, temperature _ being 
103.5° F., and pulse 125. On opening the ab- 
domen there was a free discharge of . sero-pus 
from all points ; the cecum was plastered with an 
exudate; the appendix, three inches. long and 
bent on itself at an acute angle, presented gan- 
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grenous areas along its sides; its walls through- 
out were thin, ready to break through, while at 
the point of greatest constriction a perforation 
had occurred and a stream of thin fecal matter 
was finding its way into the free peritoneal cavity. 
It was estimated that fully two quarts of thin pus 
was present in the abdomen. 

The obscurity of the early manifestations, in 
the presence of widespread involvement, was evi- 
dent in a patient who walked into St. Joseph’s 
Hospital October 27 last. His home was in 
East Syracuse. He had been sick-for nearly four 
days. He had come from that village, riding the 
five miles in a street car, and had then walked up 
the hill to the hospital. He complained of some 
abdominal pain, and stated that it had been more 
severe on the preceding days of his sickness 
than on the day of his admission into the hospi- 
tal. His bowels had moved on the 24th inst., but 
after this date neither fecal matter nor gas had 
been discharged. On the other hand he had for 
two days been vomiting a dark, almost black, 
fluid, with very foul odor. The abdomen was 
quite distended and felt doughy.. There was 
slightly more resistance over the right than the 
left iliac fossa. With all this, the temperature 
was but 100° F. per rectum, and his pulse go. 
His peritoneum was found darkly reddened and 
thickened. Thin pus began to flow out of the 
abdomen as soon as this cavity was opened. The 
intestines were greatly engorged, and at different 
points a nasty exudate could be seen. His ap- 
pendix was very superficially placed, and had a 
perforation at its base. 

In November, 1899, I was asked by Dr. Ruland 
to see a boy, twelve years of age who, after eating 
heartily of figs and grapes, had had an attack of 
colic. The pain was referred to the epigastric and 
umbilical regions. On the first day of the sickness 
he had no fever. On the following day I was 
called in consultation. His temperature was then 
100° F., and pulse go. The pain and tenderness 
were located to the right of the epigastrium and 
umbilicus. Their location suggested the exist- 
ence of a cholecystitis. Slight pain was evoked 
on deep pressure in the right iliac fossa. I saw 
him twice on this day. He had several move- 
ments of the bowels. In the evacuations seeds 
and grape skins were found. During the fol- 
lowing night the pain became more intense. He 
had more frequent. movements of the bowels, 
and with each, more seeds and skins were dis- 
charged. In the meantime right-sided tender- 
ness became more marked. A dull area, the low- 
est point of which was on a line with the um- 
bilicus, could be made out. ‘Temperature was 
higher—103.2° F., pulse 100. 

The cecum was found adherent to the parietal! 
peritoneum. At the point corresponding to that 
. Of greatest tenderness a plastic exudate was 
found upon it, but the appendix was discovered 
Just below the free border of the liver, with its 
terminal extremity gangrenous for about three- 
fourths of an inch. It is evident that in this 


case the faulty position of the appendix was re- 





sponsible for the unusual clinical mariifestations. 
In another group of cases, characteristic signs 
are slow to manifest themselves. On Nov. 16, 
1900, I was called to see a boy, aged sixteen 
years, who the day before had exposed himself 
to a cold, penetrating north wind without being 
properly protected. He was thoroughly chilled. 
The next morning he woke up with intense ab- 
dominal pain, subnormal temperature, and a rap- 
id pulse. The abdomen was soft, free from ten- 
derness. In the afternoon he vomited both food , 
and bile. The pain increased and localized itself 
in the hypogastrium. The abdomen then be- 
came rigid, while the temperature came up to 99° 
F., and still later to 102.5° F. The bowels 
moved freely. The next morning the abdomen 
was softer. There was mild general tenderness 
of the whole abdominal surface, but most 


marked in the median line three inches above the 


pubic arch. There was no more vomiting. From 
then until the fifth day the pulse ranged from 
80 to 84. Tenderness was persistently referred 
to the median line, or to the left of it, and not 
until the close of the fifth day was there the 
slightest suggestion of rigidity on the right side 
of the abdomen. I saw the patient personally 
twice a day and carefully studied the condition of 
the abdomen. On the. sixth day there was a rise 
of temperature in the morning to 100.6° F. In 
the evening it reached 103.6° F. Right-sided 
tenderness was now positive, and dulness pres- 
ent over a limited area. On the following day f 
operated on this patient, assisted by Dr. Elsner, 
and incised a localized abscess in the appendicular 
area. The pus was creamy and of very foul odor. 

The question often arises as to the exact char- 
acter of the disturbance in the appendix in that 
class of cases in which the patient apparently 
makes a satisfactory recovery, but in which 
there are repeated recurrences. These cases are 
described in the books as chronic appendicitis. 
Operating upon these patients during the period 
which has improperly been designated as “the 
interval,” one frequently encounters surprises. 
Parenthetically I beg to emphasize the thought 
that these are not interval operations, for we 
certainly do not expect these patients to have an- 
other attack of appendicitis after removing the 
appendix. That these cases are furthermore im- 
properly considered to be catarrhal, that is, as 
presenting only evidences of inflammation of the 
mucous lining of the appendix, there can like- 
wise be no doubt. 

I saw a young woman, twenty-six years of age, 
on May 27, 1898, with Dr. Elsner. She had had 
a number of attacks so mild in character, and 
evidently so free from characteristic signs, that 
they had been regarded as gall-stone colic. Dr. 
Elsner, however, had seen her during the last 
two periods of sickness, and had made the diag- 
nosis of recurring appendicitis. When I saw 
her she had recovered from an attack and had 
been free from symptoms for ten days. There 
could, however, be recognized a tender, thickened 
appendix. Two weeks later we operated upon 
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her. In the meantime she had so fully recov- 
ered her health that she felt that it was almost 
absurd to submit to an operation. We found the 
appendix 114 inches long, three-fourths inch in 
diameter. Its base was embedded in a mass of 
adhesions. As these were pushed away by 
gauze sponges, we exposed a perforation, and 
there was at once a free discharge of pus from 
the cavity of the appendix, whose dimensions 
immediately became smaller. 

On Oct. 20, 1901, Dr. Slocum of Camillus sent 
a patient to St. Joseph’s Hospital, who was thirty- 
two years of age, and who had had three previous 
attacks. At the time of his admission he had been 
sick for two days, and there was a recurrence of 
the usual manifestations. But as the tempera- 
ture was but 98.6° F. and his pulse 100 on admis- 
sion despite his ride of eight miles in an ambu- 
lance, and as there was but very slight tenderness, 
and no abdominal rigidity, at his request the 
operation was deferred. For ten days he was 
watched closely at the hospital. During this 
period all evidence of tenderness entirely disap- 


peared. The pulse ranged -almost continuously | 


from 60 to 64. He never had a rise of tempera- 
ture above normal, and yet when he was operated 
upon at the end of this period, a mass of 
omentum was found adherent to the cecum, sepa- 
ration of which opened a pus sac containing fully 
two ounces of pus, and exposed an appendix pre- 
senting a perforation at its base. 


On Oct. 27, Dr. Moore referred to me a pa- 
tient, twenty-five years of age, who, during the 
preceding four ‘months had had four attacks of 


appendicitis. He had never been sick with any 
of them for more than a day or two, and at the 
time of our consultation the fourth attack had 
been of 24 hours’ duration, and had followed a 
dinner at which he had eaten both cabbage and 
dates. Upon admission into the hospital his rec- 
tal temperature was 101.8° F., but in the course 
of four hours fell to 100° F.; and during the same 
period the pulse dropped from 96 to 64. Five 
days later we operated upon him. During this 
interval he had no fever, and a pulse rate as low 
as that referred to. All abdominal rigidity was 
gone. There was no longer any tenderness. A 
mass, however, could be felt, which upon being 
exposed was found to be an exudate adherent 
to the cecum, including omentum which had to be 
ligated in four parts, and in the depth of this 
mass an appendix which was distended and con- 
tained pus. The mass removed was three inches 
in its long and two in its transverse diameter. 

But pus is not always found in this class of 
cases. We are frequently requested to remove 
the appendix in the complete absence of all mani- 
festations, and have every reason to state at the 
completion of such operations, that there must 
have been at some time much more than a simple 
catarrhal inflammation. I have a long list of 
cases with which I will not weary you, in which 
the appendix was found bound down by ad- 
hesions, where the mesenteric glands were found 
enlarged; where the inflammatory process had 


been sufficiently widespread to lead to a kinking 
of the bowels or cause manifestations of intestinal 
irritation, recurring attacks of diarrhea, or pro- . 
ducing the opposite extreme of marked constipa- 
tion, amounting at times to intestinal obstruction. 
These conditions had in many instances persisted 
for years. 

In obtaining their histories exceedingly mild at- 
tacks of appendicitis were often described, while 
frequently the symptoms had not been sufficiently 
characteristic tg suggest to the medical attendant 
that there had been any appendicular inflamma- 
tion. It is, I think, less often a source of surprise 
to the surgeon than to the physician, that ap- 
parently widespread abdominal mischief may 
have been going on for a long period without 
furnishing more pronounced external evidence. 
The peritoneum has a degree of resistance and 
tolerance which not only withstands disease, but 
is so often helpful to the surgeon in his operative 
work, that only a full appreciation of this fact 
can account for the frequently mild clinical ex- 
pression of appendicular inflammation. 

The purpose of this paper has been to call 
attention to the obscurity surrounding many of 
the manifestations of appendicitis. I am sure 
that I have only brought to your consideration 
a series of cases which every surgeon could easily 
duplicate. There are a rew thoughts, however, 
which we may read between the lines in study- 
ing these cases. First of all, we must not depend 
too much upon finding the so-called classic symp- 
toms of the disease. It is evident that they are 
not always unfolded so that a positive diagnosis 
can be made early. Secondly, we are not to be 
misled by apparently mild constitutional mani- 
festations. Third, local signs are to be regarded 
as. more significant, and can be relied upon to a 
greater degree than can constitutional manifesta- 
tions. Fourth, the persistence, and, most as- 
suredly, the aggravation of any manifestation is 
to be viewed with alarm, and strongly suggests 
progression of the disease. Fifth, the diagnosis 
of catarrhal appendicitis, because of the apparent- 
ly mild symptoms presented, is often unwar- 
ranted. The restriction of the inflammatory 
process to the mucous surface of the appendix 
without ulcerative destruction thereof at any 
point, is probably of infrequent occurrence. 
Sixth, true conservatism, if by that we mean the 
conservation of life, is along surgical and not 
medical lines in every case of progressing ap- 
pendicitis. And finally, I believe that every 
case in which the diagnosis of appendicitis can 
with positiveness be made, demands surgical 
rather than medical care. It is simply a question 
as to when the surgical operation should be per- 
formed. As a rule, the early operation affords 
the most encouraging prognosis. 


Cancer in London.—Statistics for the year 1902 
show a slight decrease in cancerous affections in Lon- 
don. The number of those afflicted with carcinoma in 
some form has, however, almost doubled within the 
last fifty years. 
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THE TREATMENT OF TYPHOID FEVER. 


BY G. WYTHE COOK, M.D., 
OF WASHINGTON, D, C. 


TypHOID FEVER is perennial among us, so I 
deem it not inopportune to bring the subject of 
its treatment before the society at this period of 
its defervescence, that in any discussion that may 
be elicited the various experiences of different 
ones may be stated, and methods and results com- 
pared, so that all of us may gain at least a modi- 
cum of profit from the individual views and opin- 
ions expressed. 

However fascinating and instructive it might 
be, it is not desirable nor necessary for the pur- 
poses of this paper, to go into the history of ty- 
phoid fever, but it is essential for its proper dis- 
cusion to consider its etiology and pathology, 
and to take account of the concomitant symptoms 
incident to the disease. 

The investigations of competent bacteriologists 
have shown that a special micro-organism, the 
Bacillus typhosus, is constantly present in ty- 
phoid fever. It is found in the lymphoid struc- 
tures of the intestines, in the mesenteric glands, 
in the liver, spleen and other organs. It gains 
entrance to the body principally through the di- 
gestive tract, and most commonly in drinking 
water, but milk and other food may be carriers 
of the contagion. While there is no positive 
proof that the bacillus enters the body in any 
other way than through the alimentary canal, it 
is not improbable that it may. Frederick A. 
Packard in Progressive Medicime, March, 1902, 
says: “Since our ability to more definitely rec- 
ognize the bacillus of Eberth by bacteriological 
methods, and clinically in certain cases to employ 
the Widal reaction as a confirmatory sign of in- 
fection by this organism, cases are constantly 
being reported where the infection of the organ- 
ism has apparently occurred from some point be- 
side the intestinal tract, such as the pleura, the 
bladder, and the lung.” Generally the primary 
location of the bacillus is in the lymphatic tissues 
of the intestines, yet the fever, in all probability, 
is due principally to its growth in other internal 
organs of the body. 

_The pathological changes are a catarrhal con- 
dition of the small and large intestines—hyper- 
plasia of Peyer’s patches and the solitary glands, 
which, if resolution does not occur, progresses to 
necrosis and sloughing, and after the separation 
of the slough, the characteristic ulceration re- 
mains. The spleen and liver are invariably in- 
volved and the kidneys, respiratory and circula- 
tory organs may be more or less affected. The 
necrosis and sloughing of the intestinal glands 
are a source of great danger by reason of the 
hemorrhage, or perforation that may ensue. 

The treatment of typhoid fever was a subject 
for dispute among physicians while its etiology 
was unknown and only its gross pathology, as 
manifested in the intestinal canal, was recognized, 
but now, having a knowledge of its true causa- 
tion and pathological condition, and recognizing 





that we have as yet, no specific remedy, I assume, 
and I hope I will not be considered impertinent 
in. doing so, that no thoughtful, prudent physi- 
cian will attempt to cure the disease with drugs, 
especially by the administration of such as are 
intended to render the intestinal canal aseptic. 
Even if intestinal asepsis could be accomplished 
it would be ineffective, since the cause of the dis- 
ease has penetrated to organs beyond the reach 
of such remedies. 

Numerous methods of treatment directed to 
the destruction of the bacillus have been sug- 
gested and some, for a time, gained a certain 
amount of popularity, but have finally been aban- 
doned as inadequate to the purpose. 

Absolute rest in bed during the entire febrile 
state and into the period of convalescence is nec- 
essary, and good nursing and a carefully regu- 
lated diet are of the first importance, and to that 
end a well-trained nurse, free from meddlesome 
propensities, is essential. 

It is hardly necessary for me to say here, and I 
hope I will be pardoned for doing so, that the 
sick-room should be as large and airy as possible, 
the windows, or a window, being kept open day 
and night. The light admitted should not be too 
glaring and the bed should be kept smooth and 
clean, the sheets being changed daily. The body 
clothing and bed linen, immediately upon their 
removal, should be put into a solution of car- 
bolic acid and afterward boiled. The evacua- 
tions from the bowels and bladder of the patient 
should be mixed with a solution of carbolic acid 
and allowed to-stand for at least an hour before 
being emptied. Strict cleanliness, by daily 
sponging of the body with alcohol is required, 
for besides the comfort it affords it tends to the 
prevention of bed sores, but changing position 
from the dorsal to the lateral decubitus is also 
important in this respect. The mouth, lips and 
teeth of the patient must be kept thoroughly 
clean. Small quantities of water should be given, 
at short intervals. The hair of women, if 
deemed best not to be cut short, must be carefully 
combed and braided. 

Some doctors leave these matters entirely to 
the nurse, regarding them as too trivial for their 
consideration. My apology for introducing them 
here is that I consider them of such importance 
as to require the careful attention of the physi- 


-cian himself. 


Diet.—There is very general unanimity as to 
the dietetic management of typhoid fever pa- 
tients. The doctrine of Graves, who said: “If 
you should be in doubt as to an epitaph to be 
placed upon my grave, take this: ‘He fed 
fevers’”—is sound to-day. The only qualifica- 
tion is that the food shall be in such form as to be 
easily digested and assimilated. Typhoid fever 
is a protracted and tedious disease. The func- 
tions of the various accessory glands of. the ali- 
mentary canal are impaired and nutrition is 
greatly disturbed, so that it is of utmost im- 
portance that the food should be carefully selected 
and prepared. 
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Milk is undoubtedly the best food, as it con- 
tains all the necessary elements in a liquid form. 
If given alone, three to four pints, diluted with 
ordinary, or lirne-water, may be sufficient fo1 
twenty-four hours. It is necessary to examine 
the stools of the patient to see that the milk is 
fully digested. If there are undigested curds the 
quantity of milk should be lessened, and chicken, 
or mutton broth, or beef juice given. Peptonized 
milk may sometimes be given with advantage. 
Thin oatmeal or barley-gruel answers a good 
purpose in some cases, and albumin water, fla- 
vored with lemon, may be given with benefit. It 
is important that too much food be not given as 
excessive, alimentation is likely to produée intes- 
tinal fermentation with tympany and diarrhea. 
With good nursing and careful regulation of the 
diet many cases may be safely conducted to re- 
covery without the use of any drugs whatever. 
But the disease is-one of great muscular ex- 
haustion, and the heart muscle suffers with the 
others, so that in cases of enfeebled circulation, 
and the very large majority of them are of this 
class, I am in the habit of giving strychmne for 
its stimulating and tonic effect upon the heart 
muscle, nor do I omit to give brandy or whisky 
when indicated. Much care is necessary in the 
management of convalescence. The patient must 
be. kept in bed for eight or ten days after defer- 
vescence and solid food should not be allowed 
until ten days after the subsidence of the fever. 
These precautions are made necessary by the fact 
that perforation has occurred as late as two 
weeks after normal temperature has prevailed. 
Indeed it happened to a patient of my own—a 
young man of twenty years, who had been walk- 
ing about the ward for several days, when he was 
seized with violent pain in the abdomen. Per- 
foration was suspected, and the surgeon on duty 
at the hospital, Dr. J. Ford Thompson, per- 
formed a laparotomy, and closed the perforation, 
but unfortunately the patient died. 

What I have thus far said as to treatment re- 
lates more particularly to mild and moderately 
severe, uncomplicated cases. But there are cer- 
tain fiercer conditions that require special con- 
sideration. I am an earnest advocate of, and 
firm believer in, the efficacy of hydrotherapy in 
typhoid fever. Under its use temperature is re- 
duced, the mind becomes clear, restlessness is. 
tranquilized, sleep is induced, and it has a tonic 
effect upon the circulation. It is a most valuable 
help. The manner of its application depends 
upon the judgment of the physician and upon 
each individual case. I have seen good results 
follow cold sponging, the cold pack and the full 
bath. More commonly I use the former method. 
Nothing is so effective and satisfactory for the 
reduction of high temperature as the application 
of cold water. 

The meteorism which is so commonly present 
is best treated by the application of turpentine 
stupes, or enemata of turpentine or milk of assa- 
fetida. They failing, recourse may be had to the 


-cold water has a ‘most _ beneficial 


passage of a rectal tube. Charcoal sometimes 
affords relief. 

In my experience constipation is more common 
than diarrhea in typhoid fever. For the relief of 
the former a simple enema, every other day, will 
generally suffice. For the diarrhea, if the move- 
ments are more than three or four daily, the diet 
should be even more carefully looked to than in 
ordinary cases, and thin barley-gruel substituted 
for the milk. If drugs become necesasry, opium 
is the main reliance. It may be given in supposi- 
tories, or by enema, or Dover’s powder with bis- 
muth may be given by the mouth. 

Intestinal hemorrhage should be treated by ab- 
solute rest, the administration of full doses of 
acetate of lead and opium or the hypodermic in- 
jection of morphine, and the application of the 
ice-bag to the abdomen. The motions should be 
passed into the draw-sheet, so as to avoid as 
much as possible the moving of the patient. The 
ingestion of food should be refrained from for ten 
or twelve hours. Bits of ice may be freely given. 
In cases of threatened collapse, stimulants should 
be resorted to and subcutaneous or intra-venous 
injections of salt solution may be given to revive 
the failing circulation. 

If perforation of the intestine should occur, no 
time should be lost in opening the abdominal cav- 
ity, finding the perforation and securely stitching 
it. Reports of results in this direction are most 
encouraging. 

As has already been stated, the application of 
influence in 
quieting the nervous manifestations in typhoid 
fever, and the constant application of the ice-cap 
to the head has a soothing influence. For the 
exceeding restlessness that sometimes occurs 
Dover’s powder with a small dose of phenacetine 
will be beneficial. 

The management of convalescence has al- 
ready been adverted to. It only remains to reit- 
erate-that the greatest care must be exercised in 
returning to solid food, and the patient must not 
be encouraged to leave his bed too early. The 
period of convalescence is one of great anxiety 
to the physician and it is frequently difficult to 
make the patient understand the necessity for 
abstaining from solid food when he is so raven- 
ously hungry. But with a little management a 
sufficiently varied diet may be suggested that will 
keep him in good heart until the time arrives for 
the removal of restrictions. 


Sleeping Sickness Spreads.—Upon the recent re- 
turn to London of the Sanitary Commission sent by 
the English government to Africa for the purpose of 
studying this disease, they reported a widespread in- 
crease in the malady. It is feared that in its threatened 
extension to the coast it may reach Mombas, the port 
of the Anglo-Indian Navigation Company, in which 
event it would be but a question of time when the dis- 
ease would be carried to India and other points. Every- 
thing points to the microbic origin of the affection, 
though the investigators are not yet in accord as to 
the pathogenic agent. 
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ASCEPTIC SURGERY ON THE NIGER DELTA.*} 


BY FREDERIC GRIFFITH, M.D., 
OF NEW YORK; 
SURGEON, BELLEVUE DISPENSARY; FELLOW OF THE NEW YORK 


ACADEMY OF MEDICINE, 

Tue following records the history of a case of 
multiple wounding of an individual, the result of 
fourteen gashes made with a machete, compris- 
ing: Amputations of both cheeks ; lacerations of 
scalp and forehead; shattering of the left shoul- 
der, requiring an excision of the outer half of 
the clavicle to be made; incised wounds of both 
hands, flapping the palms; and penetrating, in- 
cised wounds of the abdomen, allowing the pro- 
trusion of intestines enough to fill a pint meas- 
ure. Happening in the bush, this patient walked 
ten miles before reaching assistance, and had 
completely recovered at the end of six weeks’ 
time. 

Sickley, a female, 22 years old, native of the 
interior of the Brass River district, one of the 
streams forming the Niger Delta, in the Niger 
Protectorate on the west coast of Africa. Com- 
ing under the native law of death at the hands 
of her husband for infidelity, the accused woman 
was attacked by him in April of the present year 
with a machete or trade knife (a native weapon 
obtained from another land, and comparable to 
an ordinary sharpened cheese knife). From the 
woman’s story and the appearance of the wounds 
the assault had commenced with the injuries 
about her head. Elevation of the hands to pro- 
tect herself was followed by opening gashes upon 
their palmar surfaces. A crashing blow, cutting 
entirely through the middle of the left clavicle 
and shattering the outer portion, felled her to the 
ground, and was followed up by slashes in the 
abdomen which opened the peritoneal cavity upon 
the right side. The woman, weltering in the blood 
flowing from her many wounds, was left for 
dead, but, recovering herself, she traced her steps 
through the bush, a distance of ten miles, to the 
village of Brass, where she was seen by Dr. Gus- 
sie Brown, the English medical officer of the dis- 
trict, who, while deciding that the case was hope- 
less, called Dr. Donnelly, of H. M. ship Sansu, 
as consulting surgeon. Upon an improvised 
operating table in a little hut the repair of the 
injuries was begun. The wounds were washed 
in a salt solution prepared from the dirt-bearing 
water of the Niger River. Iodoform gauze was 
the chief dressing and was packed in the wounds, 
which could not be sutured. Loss of blood had 
been considerable. Under anesthesia produced by 
a six-months-old 4-per-cent. cocaine solution the 
comminuted outer half of the left clavicle was 
Temoved when it was found that while the sub- 
clavicular artery had been severed the large ves- 
sels beneath had escaped injury. The intestines 
were washed and replaced, and rubber drainage 
Placed in the ends of the belly wounds. The 


— Presented at the New York Academy of Medicine, November 
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wounds of the palms, which were most painful, 
were sutured. 

Recovery was prompt. During the first forty- 
eight, hours the woman had slight elevations of 
temperature up to 100° F., and her bowels were 
constipated. Aside from this there was no de- 
viation from normal systemic conditions. After 
having her wounds dressed the patient refused to 
go to bed, and from the beginning tended to all 
her wants unaided. For the first ten days the 
wounds were dressed every twenty-four hours, 
after which a “nigger dresser” took care of the 
patient until recovery took place. All of the su- 
tured wounds healed by primary union. A mat- 
ter of sipreme importance to the woman during 
the progress of healing was the stiffness of her 
hands, to overcome which she was given a rubber 
Dis- 
carding this she declared that if her canoe and 
paddle be sent for shé could paddle and fish, and 
thus regain the function of her hands and be of 
use to her physicians. Complying with her re- 
quest, the canoe and paddle was obtained from 
her former home, and she paddled herself and 
kept her benefactors amply supplied with fish, 
as well as recovered from impending anchylosis 
of the flexor tendons in her palms. 

A condition of keloid universally developed 
upon the sites of the healed wounds, to the de- 
light of the patient, and as: they took fanciful 
forms, her beauty became thus doubly enhanced 
to the natives around her. A beauty dearly 
bought, however, for she, a pariah, is at the 
mercy of her lawful owner, who relentlessly 
awaits the fit occasion to take her life. 

805 Madison Avenue. 


REMARKS UPON ADHERENT PERICARDIUM.* 


BY GEO. MONTAGUE SWIFT, M.D., 
OF NEW YORK; 
VISITING PHYSICIAN TO ST. MARY’S FREE HOSPITAL FOR CHILDREN, 


NEW YORK ; INSTRUCTOR IN MEDICINE, COLUMBIA UNIVERSITY. 

It has seemed worth while to note that since 
1886 eighteen cases of adherent pericardium have 
been under observation in St. Mary’s Free Hos- 
pital for Children, so I venture to bring the sub- 
ject to your attention to emphasize the statement 
that adherent pericardium is not a very unusual 
condition. Besides these eighteen cases I have 
also seen five cases in adults. 

Two specimens were exhibited. It may be de- 
sirable to say. that the children admitted to St. 
Mary’s are between two and fourteen years. 
There are about 350 medical cases admitted each 

ear. 

What I have further to offer is an attempt to 
formulate such symptoms and signs as have en- 
abled me in most of the cases to make a diag- 
nosis of the condition during life. My point of 
view is simply that of the clinician, and I have 
no intention to present a complete review of the 
subject. To those wishing more complete in- 


* Read at the November, 1902, meeting of Section on Pediatrics, 


New York Academy of Medicine, 
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formation I suggest J. H. Broadbent’s. mono- 
graph and the article in von Ziemssen. 

All our hospital cases have died, and most have 
had autopsies made upon them. The condition 
found in most has been similar to the specimens 
which I have shown you; there has been found 
an adherence to the chest wall and to the 
diaphragm of the outer surface of the pericar- 
dium, as well as a complete obliteration of the 
pericardial sac, the two inner surfaces having be- 
come agglutinated. In some cases there appears 
also to be a thickening of the serous surfaces 
below the diaphragm, notably over the capsule of 
the liver. 

When an incision is made through this thick- 
ened pericardium it is found that the pericardium 
and cardiac muscle are fused together. The pro- 
cess appears to extend, in some cases, over a 
period of some years, and is an active, growing’ 
process. This appears to be the opinion of those 
who name the condition chronic indurative media- 
stino-pericarditis. In some of the cases at the 
autopsy the impression made upon one by the 
appearance of the heart is that of a fibrous bag, 
the heart muscle fibers apparently having been 
choked and replaced by a growth of connective 
tissue. This explains the fact that in these cases 
during life it had been recognized that cardiac 
stimulants definitely produced an unfortunate 
effect. 

In some patients in whom there have occurred 
no external adhesions the pericardial sac has, 
however, been obliterated; one such case I re- 
member where the heart itself had the appear- 
ance of having been compressed. 

In the cases of long standing the appearance 
of the heart in the thickened sac is that of an 
enormous hypertrophy ; whether this is really an 
hypertrophy brought about, as one would nat- 
urally suppose, by the necessarily increased effort 
on the part of the heart to do its work, or whether, 
as Broadbent suggests, it is merely an apparent 
hypertrophy because the pericardium has become 
adherent when the heart was in a state of dilata- 
tion and has prevented its return to its normal 
size, I am unable to decide. From the point of 
view of the clinician it is certain that the condition 
prior to death has been more that of a degen- 
erated and dilated heart; degenerated it would 
seem, because the adhesions have compressed the 
nutritive blood vessels. 

In many of the patients no valvular lesions 
have been present, but the presence of murmurs 
is explained when one sees, as in one of the ex- 
hibited specimens, how the heart is held open by 
its firm union to the chest wall. One other lesion 
which it has seemed to me is peculiar is the very 
great enlargement of the liver, greater, I think, 
than is present in cases of dilated heart due to 
valvular lesions. 

Two of our cases, which we were able to study 
over periods of years, showed an enlarged liver 
as the first indication of beginning failure. 

I have found references in the journals during 
the past few years to cases of a peculiar form of 





7 
cirrhosis of the liver associated with adherent 
pericardium, showing that others have ‘noticed - 
the association. 7 

In some of the cases where the pneumococcus 
has acted as the cause there have been fofind in 
the adhesions pus and fibrin. I am disposed to 
think that these cases pursue a rather different 
course than do the rheumatic cases; they seem 
to occur earlier in life, one of ours being two 
and a half, one four years old. 

Etiology.—The larger number of cases have 
been caused by the rheumatic poison. It would 
seem as though such a condition as that ex- 
hibited must be due to repeated attacks of peri- 
carditis or to prolonged irritation by the rheu- 
matic poison. Some have been due to the pneu- 
mococcus acting either directly upon the pericar- 
dium, of aga complication of a pleuro-pneumonia; 
none nibve been observed due to tuberculosis. 

Symptoms and Signs——The symptoms are 
those which are due-fo a dilated heart. I should © 
say that hearts with adherent pericardia are un- 
usual in the marked irregularity (turbulency) of 
their action, both as regards rhythm and force. 
In three adult cases attacks of dyspnea and appre- 
hension of death were marked symptoms several 
months before death. 

Physical examination shows a bulging of the 
left chest ; in some cases where the sac is obliter- 
ated but is not adherent to the chest wall there 
is no apex beat; in the cases adherent to the 
chest wall there is a large area of diffused im- 
pulse in place of an apex beat, and in many cases, 
when the heart is acting vigorously, a readily 
recognized drawing in of the intercostal space or 
spaces with systole. I have not seen this occur 
posteriorly, as has Broadbent. I believe this is 
what is meant by Broadbent’s sign. 

To palpation there is a heaving, rubbing feel, 
as though the heart was acting with considerable 
effort, but a definite friction fremitus is not clear. 
Percussion dulness is, of course, present over 4 
large area. 

Upon auscultation one hears double murmurs 
over base and apex; sometimes the sound is that 
of mitral regurgitation. A sort of double sound 
in the locality of the third interspace and near 
the sternum has frequently suggested to my mind 
the presence of an adherent pericardium. Wher 
it is seen in the heart exhibited how the mitral 
valve is held open and that in the fresh state it 
permitted the passage of three fingers it will be 
understood that the murmurs were loud and of 
uncertain character. 

Another important sign is the very great en- 
largement of the liver, reaching sometimes below 
the line of the umbilicus; with improvement of 
the heart this enlargement quickly diminishes. 

To sum up the points for a diagnosis of ad- 
herent pericardium I should say the one of first 
importance is the knowledge that such a condi- 
tion exists not infrequently ; the great irregularity 
of action, the patient not appearing as ill as the 
great irregularity of heart action would indicate; 
the indraw of the intercostal spaces with systole, 
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the marked dyspnea and consequent apprehen- 
sion, the great enlargement of the liver with or 
without ascites. ; : 

Prognosis.—In the hospital cases the prognosis 
has been invariably bad, all cases having died, and 
within five or six years from the time the diagno- 
sis was first made. In private practice I know one 
case in which an attack of pericarditis occurred in 
1886; this gentleman, now about thirty-five years 
old, rides across country freely and without em- 
barrassment, except that now and then he over- 
taxes his heart and then has to lie by for a period 
of reparation. Three other cases in which the 
diagnosis was made before death had been under 
observation for periods of over twenty years, 
and during that time no illness had occurred 
which would have been likely to have caused a 
pericarditis. A laundress at the hospital worked 
for eight years from the time of my first observa- 
tion of her; the date of the causative attack I 
never knew. 

It would seem as though the prognosis might be 
fairly good if the patients can have what I think 
is the most essential thing in treatment of cardiac 
disease, and that is an abundance of nitrogenous 
food to supply the extraordinary development 
the heart demands; especially is this the case in 
a growing child; and secondly, if the adhesions 
which have formed do not pinch too closely the 
nutritive vessels, inducing atrophy; again, the 
prognosis will be good if one can arrest the rheu- 
matic state, or constant rheumatic poisoning ; this 
is most difficult, particularly in the class of chil- 
dren from tenement houses. 

Case I.—Annie, first admitted February, 1895 ; 
six years after an attack of rheumatism ; came to 
the hospital because of cardiacdisease. Discharged 
improved at end of month. Readmitted after 
three months with an attack of vomiting, dyspnea 
and palpitation and inability to lie down. Im- 
proved enough to go to the Branch Hospital at 
Rockaway, but was worse there and returned to 
the hospital. During autumn another attack of 
dyspnea and palpitation. Kept on rheumatic 
mixture. In 1896 a note of physical examination 
says there is marked bulging of the sternum on 
the left side. Apex in fifth interspace, axillary 
line. Superficial veins enlarged; some retraction 
of the sixth and seventh interspaces with systole. 
Impulse diffused. At apex a wheezing, systolic 
murmur transmitted to the left and heard behind. 
First and second sounds muffled; similar at base; 
blowing murmur heard all over chest, front and 
back. Cardiac dulness one inch to left of mam- 
mary line and to right border of sternum. Liver 
palpable below the free border of the ribs. Well, 
nourished, anemic, heart action regular. 

_ May, 1897, went to Noyes’ Home, Peekskill, 
in fairly good condition. Readmitted March, 
1901, after a period of nearly four years, with an 
attack of acute bronchitis; heart condition about 


same as in 1896. Discharged at the end of 


two weeks. Readmitted in December, 1901; dis- 
charged at end of month. Readmitted within a 
week, January 30, 1902, with much dyspnea, pal- 


_ wedde 






pitation, irregular heart action, loud blowing, 
murmurs. Died at the end of six weeks from an 
attack of pneumonia. Heart exhibited no valv- 
ular lesion. “ 
Case II.—R., first attack of rheumatism with 
what was thought to be endocarditis in 1897; ad- 
mitted for third time July, 1897. General con- 
dition poor; anemic; feet and ankles painful; 
choreic movements. Apex in sixth interspace in 
nipple line; systolic murmur transmitted to left 
and posteriorly ; heart’s action rapid and tumult- 
ous. Discharged much improved after a month 
at Norwalk. Fourth readmittance, March, 1899. 
By this time the apex beat was noted as in the 
seventh space, one inch to the left of the nipple 
line; musical, systolic murmur heard at apex, 
transmitted to left; apparently a reduplication of 
sounds at apex; heart’s action tumultous. Dis- 
charged improved August 26, 1899. Readmitted 
fifth time November 21, 1899. Has been fairly 
well up to about one month ago, when palpita- 
tion and dyspnea returned, and she has been 
gradually getting edematous; ascites. Bulging 
of precordial space. Heart’s action tumultuous ; 
apex, seventh space one inch to left of nip- 
ple line; systolic murmur at apex transmitted, 
also a double sound over sternum, precordial 
dulness much increased ; after tapping liver, found 
to be much enlarged. By January, 1900, she was 
able to be about and remained in fair condition 
until March, 1900, when there was a slight failure, 
causing edema of the lower extremities and as- 
cites. In April was going about the ward assist- 
ing nurses. Went to Norwalk in June and re- 
turned in September in very good condition. To 
Peekskill in October. Sixth time readmitted after 
stay at Peekskill in November, 1900, fairly well 
nourished, anemic. 
' There is marked bulging of the cardiac region ; 
marked, diffused impulse 6ver whole lower car- 
diac and hypo-gastric regions. Apex at about 
seventh interspace just internal to axillary line. 
Sort of rubbing fremitus upon palpation. Sys- 
tolic murmur loud and musical; also a sort of 
double sound over precordium. Liver much en- 
larged, lower edge on line with umbilicus. Has 
albumin and casts in the urine. Has general 
edema. From this condition she did not rally. 
and died December 30, 1900. 


ITS OFFICE AND VALUE. 


BY GEORGE E. PETTEY, M.D., 
OF MEMPHIS, TENN.; 


MEMBER AMERICAN ASSOCIATION FOR THE STUDY OF INEBRIETY; MED- 
ICAL DIRECTOR, DR. PETTEY’S SANITARIUM FOR THE TREATMENT 
OF ALCOHOL AND DRUG ADDICTIONS, ETC. 


In the MepicaL News of Oct. 18, 1902, Dr. 
T. D. Crothers and Dr. J. B. Mattison each pub- 
lish a letter in which they condemn the use of 
hyoscine in the treatment of morphinism. Dr. 
Mattison denounces the drug in strong terms, 
but does not give any specific data upon which 
his opinions are based. He seems to be so 
to his idol, his sedation-substitution 
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method, that he cannot look upon any _ other 
method with even the slightest degree of toler- 
ance. This is unfortunate, because one who 
has devoted the time to the study and treatment 
of these addictions that Dr. Mattison has, and 
who has the broad charity for these unfortunate 
victims that his writings show him to possess 
should have a more successful treatment for 
them than the one he advocates. He still pursues 
the same methods he has advocated for many 
years, and while these have doubtless given good 
results in his hands, this has been largely because 
of his skill in administering it and his tact in 
managing this class of cases. The results ob- 
tained with the Mattison method in the hands of 
others have not been satisfactory, and judging 
from the expressions of standard authors, the 
world is still without an acceptable treatment for 
morphinism, notwithstanding the fact that the 
Mattison method has been before the profession 
a number of years. 

Dr. Crothers undertakes to give a_ specific 
‘ statement of his experience with the use of hy- 
oscine in a dozen or more cases, but he is ex- 
tremely unhappy in that effort, as he is quite non- 
specific. He says, “In each case delirium with 
hallucinations and delusions of a mild type be- 
gan after the second or third dose of the drug 
was given and continued from two to four 
weeks.” Now, are we to understand that the 
administration, of hyoscine was continued during 
these two to four weeks, or are we to under- 
stand that only two to three doses of hyoscine 
were given to each patient, and that the delirium, 
etc., induced by these doses continued for from 
two to four weeks? If the former, then nothing 
unusual has happened, as no one familiar with 
the effects of hyoscine is surprised at one under 
its influence having mild delirium, hallucinations, 
etc., but if the latter view is to be taken; that is, 
that as a result of the administration of two to 
three doses of hyoscine in each of a series of 
twelve cases, a delirium, etc., was induced that 
lasted from two to four weeks, then I must say 
that Dr. Crothers has recorded an experience that 
no other man has ever had or ever will have. 

That delusions, hallucinations, etc., should con- 
tinue as long as the administration of hyoscine is 
“continued, or at least until complete tolerance for 
the drug is acquired, every one would expect, but 
that such symptoms should continue for from 
two to four weeks as a result of the administra- 
tion of two to three doses of this drug, is unrea- 
sonable. The effects of hyoscine are very little, 
if any, more lasting than those of other narcotics. 
The delirium, delusions, etc., from its use are of 
short duration. 

In a series, now numbering nearly 400 cases, in 
which I have used this remedy, only in two or 
three cases has delirium or delusions of any 
kind been present as long as forty-eight hours 
after the last dose. Probably, in one case out of 
ten, such symptoms continue twenty-four hours 
after the last dose, but in fully 90 per cent. of the 


cases the mind was perfectly clear by the twelfth 


hour or earlier, and remained so thereafter. In 
many cases the delirium subsides by the fourth to 
sixth hour after the last dose. 

Dr. Crothers further says, “As a substitute 
for morphine I believe it (hyoscine) to be more 
dangerous and uncertain than bromide of sodium. 
From the use of both of these drugs delirium 
and dementia are almost certain to follow.” Again 
do we find him unhappy in his statement. If he 
means that delirium and dementia may follow the 
prolonged or habitual use of either of these 
drugs, then he is doubtless correct, but if he 
means that dementia will almost certainly follow, 
or is at all likely to occur,.as the result of the 
proper therapeutical employment of either of 
these agents, for the length of time such reme- 
dies are needed in the treatment of morphinism, 
then he is again wide of the mark. Instead of 
causing dementia, each of these remedies has 
made a greater reputation in the treatment of in- 
sanity than any other two remedies in the ma- 
teria medica. There is no authentically re- 
corded case in which the proper remedial use . 
of either hyoscine or the bromides has _ ever 
caused dementia or other lasting mental dis- 
order. 

In persons who have been taken off of mor- 
phine by the methods I advocate, that is, through 
elimination of all toxic and effete material as a 
primary step, and then the control of the acute 
withdrawal symptoms with hyoscine, the perfect 
recovery of all the mental faculties has been 
one of the most uniform and striking features. 
The physical equilibrium is regained at a won- 
derfully rapid rate, but the mental improvement 
is still more marked. The perceptive and rea- 
soning faculties are bright and unclouded; the 
memory is completely restored. It is the uni- 
versal testimony among my patients that they 
recall, accurately, any event with which they 
have been familiar. Some time since I treated a 
classical scholar who had used morphine in large 
quantities for fifteen years. He said that during 
most of this time he had hardly looked at a book 
and certainly had not thought of memorizing a 
quotation from one. The revival of his memory 
was so perfect and was such a delightful expe- 
rience to him that he devoted much of his time 
to entertaining his fellow patients with long reci- 
tations from Shakespeare and other classical 
writers, which he had committed to memory in 
his schoolboy days twenty years before. He as- 
sured me that during the time he used morphine 
he was never able to recall connectedly any of 
these selections, but after completing the treat- 
ment, he had the ability to recall with perfect ac- 
curacy any selection he had fairly memorized, or 
event with which he had been familiar. 

I recently discharged a lady who had used 
morphine five years. Within a few days after 
the completion of her treatment, she sat down to 
a piano and reproduced from memory difficult 
pieces of music which she said she had not played 
or even thought of for several years. In my ex- 
perience, instead of hyoscine being dangerous to 
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the mind of the patient, it does more to awaken 
and revivify the mental faculties than any rem- 
edy I have ever used. It certainly does not de- 
serve to be brushed aside as a treacherous rem- 
edy, unfit for use and almost certain to be fol- 
lowed by dementia and death. 

Hyoscine cannot be considered a substitute for- 
morphine, and there is no reason for seeking such 
a substitute. Hyoscine is unfit for prolonged 
use, but with proper discretion and with proper 
dosage it can be as safely used as any other nar- 
cotic. It is certainly ‘not more dangerous than 
atropine, strychnine, cocaine, and hundreds of 
other powerful agents in common use. To be 
safe, it must be used with the same discretion 
and forethought that is necessary to make the 
use of these remedies safe. 

In my experience no remedy for any disease 
fills an indication more perfectly or gives better 
results than does hyoscine in the treatment of 
morphinism. The gradual reduction method of 
treating morphinism should be discarded as 
useless and even hurtful; the sudden with- 
drawal, without some agent to relieve. the 
patient’s suffering, is inhumane and dangerous. 
This leaves the rapid reduction as the only one 
of the old methods worthy of consideration, but 
in this the patient suffers so intensely and the 
result is so seldom a cure that it certainly cannot 
be regarded as a satisfactory or successful treat- 
ment. Any remedy or course of treatment that 
will rob the sudden withdrawal of morphine of 
its horrors of suffering and dangers to life 
should be regarded as a godsend to humanity. 
After the patient is prepared for it, the discreet 
eas of hyoscine accomplishes this re- 
sult. | ; 

The painful symptoms attendant upon the 


abrupt withdrawal of morphine have a_ natural 


limit of a few days’ duration. By the use of hy- 
oscine these days may be passed in comfort, and 
the patient enabled to escape the nerve strain 
and shock that would neeessarily have attended 
such an ordeal of suffering. Hyoscine not only 
occupies, but fills, when properly used, as impor- 
tant a place in the treatment of morphinism as 
does chloroform or ether in the practice of sur- 
gery. Its office is very similar to theirs. It saves 
the patient from indescribable suffering and ren- 


ders the unsafe, impracticable and difficult, safe’ 


practicable and easy. 

I feel that the length of this article should not 
be extended, but in view of the fact that a suc- 
cessful and humane treatment for morphinism is 
one of the crying needs of the day, especially so 
since such a large percentage of the members of 
our profession are helplessly in the coils of this 
enslaving drug, but believing that the plan of 
treatment I advocate is a vast improvement upon 


any plan heretofore known to the profession, and. 


realizing that the discussion of such a question 
through the journals alone does not crystallize 
Professional opinion as effectively as the impor- 
tance of such a matter demands, I am constrained 
to make this proposition. 


any intrapelvic and on many 
conditions through the vaginal section, but far 


surgical legerdemain result in 


If the editor of any of our weekly journals 


or leading medical organization will appoint a 
commission of competent medical men who will 
observe and report the results of the treatment 
of a series of cases of morphinism, I will be 
pleased to treat ten or more cases under their 
observation, at a place designated by them, and 
then let them give the profession, in such detail 
as their judgment dictates, the remedies and — 
methods used with the results as they see them. 
It occurs to me that the report of such a com- 
mission would place this matter beyond contro- 
versy, and if their observation and the results as 
they find them justify them in sustaining my con- 
tentions as to the merits of this treatment, their 
report would certainly be a welcome document to 
the profession. 
to meet their approval, their condemnation would 
leave the profession to look elsewhere for a treat- 
ment for morphinism. 


If the results were not such as 


These unfortunate and wretched sufferers are 


certainly entitled to more consideration than they 
‘have been receiving at the hands of the profession. 


THE SCOPE OF VAGINAL SECTION.* 


BY EGBERT H. GRANDIN, M.D., 
OF NEW YORK; 
GYNECOLOGIST COLUMBUS HOSPITAL, NEW YORK. 


Tuis discussion will be of value in so far as 


each participant states tersely the outcome of 
his personal experience. 


It may be laid down as an axiom that he who 


has specifically trained himself to work through 
the vagina may accomplish more and with great- 
er facility than he who has accustomed himself 
to work mainly through the abdominal incision, 
but the conclusion that the former thus secures 
better symptomatic and anatomical cure will not 
hold. It is freely granted that experience yields 


the deftness which will enable us to operate on 
intra-abdominal 


too frequently attempts at what I would term 
incomplete and 
faulty work, and entail prolonged anesthesia with 


the immediate or remote effect on kidneys, heart 
and lungs. 
charges brought against the man who prefers to ° 
do his work through the abdominal 
whereby not alone touch, but also sight, assists 
him in rapid work, in knowing work, and in 
complete work. Surely there eXists a golden 
mean and may this discussion enable us to find 


Such considerations outweigh the 


incision, 


it. 
At the outset the vaginal incision commends it- 
self for diagnosis. Thus, in those border-line 


cases of ectopic gestation not at all uncommon— 
where the symptomatology is so inexact that we 


feel impelled to defer operation and yet where 


delay may be fatal, an aseptically performed vagi- 


nal section carries a minimum of risk and a 


maximum of certainty as regards diagnosis. If 





* Remarks introductory to a discussion before the Section on Ob- 


stetrics and Gynecology of the New York Academy of Medicine, 
November 2s, 1902. 
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we secure free blood or clots our line of 
action is clear, if we do not the woman 


has in no sense been harmed. Again, in pelvic 


pain of an obscure source where careful exami- 
nation reveals no special lesion, through vaginal 
section we may examine by sight the uterine ap- 
pendages and determine whether or not they are 
the causal factors of the pain. Similarly, through 
the same incision it is often wise to explore in 
order to determine the feasibility or desirability 
of attempting what I would term complete op- 
eration by the suprapubic route. 

A further scope of the vaginal incision is for 
palliative treatment. I have in mind now in- 
stances of old-fashioned pelvic abscess, mainly of 
puerperal origin, where the immediate indication 
is evacuation of pus and the establishment of 
drainage. Here the condition of the patient is 
often such as to contraindicate radical operation 
from above, aside from the fact that he is a 
wise surgeon who dreads flooding the abdomi- 


nal cavity with puerperal .(streptococcic) pus. In, 


such an instance the posterior incision is only a 
step preliminary to abdominal section later when 
cure is aimed at and not palliation. Similar re- 
marks apply to pelvic hematocele, except that if 
not suppuratifg and where the condition of the 
patient is good, the damaged tube and the broad 
ligament should at the same sitting be exsected 
from below or above, according to feasibility. In- 
cidentally, of course, under this heading arises 
the question of drainage, and this, following na- 
ture’s teaching, should be downhill through the 
vaginal section. 

A final scope of the vaginal section is for cura- 
tive purposes, and now I tread on debatable 
ground. The personal equation enters largely 
as a factor. One man dares to do much through 
the vaginal section and does it well, where an- 
other dreads to tread and bungles. The first has 
simply acquired from long experience that deft- 
ness which the other has not acquired or can- 
not acquire, perhaps because he is too old a dog 
to learn new tricks. Therefore it is that too often 
the outcome of a discussion, such as this, is that 
a number of expert operators by the abdominal 
route are paralyzed by the claims of an equal 
number of expert operators by the vaginal route 
when they contend that everything may be done 
through the vaginal section. I am willing to 
grant that almost everything may, but too often 
at the expense of the patient’s life, too often at 
the expense of an incomplete operation. The 
honest, conscientious operator does not and 
should not strive to see how much he can ac- 
complish through the vaginal incision, but rather 
should bear in mind that often the selection of 
the suprapubic route will enable him to work 
more rapidly and therefore minimize the dangers 
of prolonged anesthesia, and will also enable him 
to do more complete work and therefore be more 
likely to effect cure. | 

To sum up the matter in a nutshell, from the 
standpoint of my experience, I would lay down 
the following deductions: 


1. As regards tumors (benign and malig- . 
nant) ufassociated with inflammatory pelvic le- 
sions, if they can enter the pelvic brim they may 
be removed, and should be removed through the 
vaginal incision. Of course, thus, if the tumor 
be malignant we cannot perform the elaborate 
removal of glands which it has been claimed is 
desirable, but my experience with malignant dis- 
ease of the cervix (whether operated upon from 
above or below) has been so uniformly unfavor- 
able from the standpoint of recurrence that I am 
willing to include this class of cases in the cate- 
gory of those which may rightly be operated 
upon from below. Where, on the other hand, 
such tumors cannot enter the brim, while it is 
possible to drag down and cut out and gradually 
get out, I do not call this surgery, but poor 
butchery, and since I aim at the former I rule out 
this class from the scope of the vaginal incision. 
The same remarks apply to tumors surrounded 
by adhesions or complicated by pyosalpinx or 
ovarian abscesses. The posterior incision is a 
feasible route only where the welfare of the pa- 
tient does not enter as a factor. 

2. Diseases of the Appendages.—Whenever 
readily accessible and whenever adhesions to the 
neighboring structures may be separated with- 
out undue force, the diseased appendages should 
be, by choice, removed by the vaginal section. 
Whenever the aim is to perform plastic work on 
tubes or ovaries, as a rule the same incision suf- 
fices. So much for the general proposition. Spe- 
cifically speaking, pyosalpinx or ovarian ab- 
scesses, especially if right-sided, are without the 
sphere of vaginal section, for the reason that not 
infrequently the vermiform appendix is also in- 
volved and must be removed, or adhesions to ce- 
cum or sigmoid or rectum exist and may alone 
be surgically treated from above. Obviously this 
rule may occasionally not hold where the vagina 
is capacious. Ectopic gestation, if unruptured 
and not adherent, falls within the scope of the 
vaginal section, otherwise I select the suprapubic 
route. . 

3. Uterine Displacements.—In view of the 
fact that in my opinion the symptomatology of 
uncomplicated uterine displacement is dependent . 
on the amount of downward sagging of the or- 


gan and not on the mere version, I do not think 


these cases fall within the scope of vaginal incis- 
ion. The uterus must be drawn up and held up 
and not merely fastened anteriorly to the va- 
gina. Similarly, while elaborate vaginal incis- 
ion and vaginal dissection may enable us to 
shorten the round ligaments by infolding or 
twisting, the injury to the pelvic diaphragm, 
which is necessitated, makes me reluctant to 
sanction the method. Furthermore, of necessity, 
the anterior vaginal wall is foreshortened, the 


uterine segment becomes adherent and in the 


event of pregnancy dystocia may ensue. — 
Where the uterine displacement is complicated 
by adhesions and therefore, as a rule, by diseased 
adnexa, the vaginal incision is useless from a 
surgical curative standpoint, although, where the 
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operator is specifically expert in vaginal work 
he might succeed and not fear injury to intes- 
tines, rupture of pus sac, or do other imperfect, 
incomplete operation. Adhesions may be broken 
up through the vaginal incision and gauze can 
be packed, but new adhesions form even while 
the old adhesions high up remain. And so the 
last condition of the woman is worse than the 


first ! 

Such are the deductions I would draw from 
my experience. They are subject to change even 
as are all our views, owing to the inexactitude 
of our Art. At the present, however, I deem 
them worthy of the consideration of all who 
place the safety of the woman paramount to bril- 
liancy of operation. 

116 West Seventy-sixth Street. 


MEDICAL PROGRESS. 


MEDICINE. 

Chronic Splenomegaly with Anemia and Myelemia. 
—Under this title, and with the desire to promote 
definiteness in the consideration of the heterogeneous 
group of splenomegalies, P. Emms-Wet and A. CLErc 
(Arch. Gén. de Méd., Nov., 1902) have gathered a 
number of cases characterized as follows: There is 
marked splenomegaly with or without hepatomegaly, 
and with neither ascites nor. noticeable lymph-node en- 
largement. The anemia, often marked, is sometimes 
extreme; the spleen and the bone-marrow, and occasion- 
ally the liver and the lymph-nodes show more or less 
complete myeloid hyperplasia. The blood-lesions are 
constant, and consist of a marked abundance of normal 
or abnormal nucleated red cells, the presence of 
neutrophile myelocytes, and ordinarily a slight leuco- 
cytosis of ten to twenty thousand, The condition 
would seem to approach pernicious anemia on 
the one hand, and on the other, myelogenous leu- 
cemia. Its relation to progressive pernicious anemia 
is shown by the splenic hypertrophy, the changes in 
the red cells, the appearance of normoblasts and the 
clinical picture (hemorrhages, anemia, etc.), but in 
progressive anemia the splenomegaly is always less, 
the normoblasts fewer, there are no myelocytes, and 
there is moderate lymphocytosis. Myelogenous leu- 
cemia shows clinically a considerable splenomegaly, a 
grave anemia, and hemorrhages, with or without hepato- 
megaly ; but there is a marked leucocytosis, while in the 
author’s cases the leucocytes are always under 20,000. 
Moreover, in leucemia the granular basophile and eo- 
sinophile myelocytes are much more abundant, and the 
normoblasts are few in proportion to the leucocytes. 

Lymphadenoma with Recurrent Fever—Cases of 
long-continued pyrexia not due to tuberculosis, typhoid 
Or septicemia, occasionally occur, and from their ob- 
Scurity deserve consideration. Of interest, therefore, 
Is the detailed account of such a case by H. T. Bewtey 
and J. A. Scorr (Dubl. Jour. Med. Sci., Jan., 1903). 
The patient, a man of thirty-five years, had had a mild 
attack of syphilis, had been much exposed in his work 
: the dust of grain, and his mother died of phthisis. 
n October, 1900, he lost appetite, developed a cough and 

d an afternoon temperature of 102°F. The pulse was 
66 to 80, heart and lungs negative, spleen not enlarged, 
urine normal. The cough was mild, rather paroxysmal, 
and tended to end in retching. The Widal reaction 
es Present in moderate degree. The attack lasted 
Our weeks and there were two relapses each of ten 


days duration. He grew stronger and became fat, but 
had cold sweats, and soon again developed the fever. 
The sputum and urine remained normal, the blood 
showed 3,570,000 red cells, 1,500 to 3,000 white cells 
and 90 per cent. hemoglobin. All treatment, quinine, 
mercury, and arsenic, was ineffectual. He was ap- 
parently going to die, when the temperature fell, and 
in a week he was practically well. He took a long sea 
voyage, could walk three or four miles, and became very 
fat, but soon showed dulness, apathy and disinclination 
for exertion. A year after the onset ‘his hemoglobin 
was 37.5 per cent., the leucocytes 6,000, and the red 
cells 3,725,000. On Dec. 2, 1901, he died. At post- 
mortem, over the upper part of the pericardium, be- 
hind the roots of both lungs and behind the heart, lay 
a dense mass of large hard, gray-colored lymph-nodes, 
about 4 x 5 inches. Similar masses, though much 
smaller, were found in right pleura, the mesentery on 
the surface of the liver and through the spleen sub- 
stance. In the intestine, Peyer’s patches were almost 
wanting, but there were patches that seemed to be the 
scars of old typhoid ulcers. The growths, microscopi- 
cally, were composed of fibrous tissue with a few cells 
between. Presumably this man had typhoid fever at the 
beginning, and then went on to the development of a 
lymphadenoma (Virchow’s lymphosarcoma). The two 
extremes of this disease are the form with simply en- 
larged gland of which the normal structure is replaced 
by an overgrowth of cells, and the form with over- 
growth of connective tissue fibers. In this case the 
paroxysmal cough ending in retching was probably due 
to the irritation of thoracic nerves:by the tumors. 
Appendicular Colic.—It is a mistake to deny the 
occurrence of appendicular colic caused by contraction 
of the wall of the vermiform appendix upon a calcu- 
lus, though the initial pain of acute appendicitis or 
that of recurrent appendicitis cannot be ascribed en- 
tirely ‘to the influence of a calculus, as other factors 
enter into its causation in those conditions, writes E. 
CameELot (Jour. Sci. Méd., Lille, Dec. 27, 1902), who . 
deems it logical to believe that the muscular coat of the 
appendix exercises its contractive power for the ex- 
pulsion of a foreign body as do the ureter and biliary 
passages. In illustration of this idea he cites the case 
of a young man who suffered daily attacks of intense 
pain in the right iliac fossa. The pain, which was un- 
favorably influenced or excited by walking and exertion, 
appeared suddenly like a colic, and subsided as that does. 
Aside from an obstinate constipation, the patient’s gen- 
eral condition was excellent. A somewhat vague history 
was given of an acute attack occurring some years pre- 
viously, and which had been ascribed to the appendix. 
Examination of the abdomen at first threw no light 
upon the affection, but as the manipulation proceeded, 
the patient complained of increasing pain, and under 
the examining fingers the appendix could be felt be- 
coming tense, cord-like and painful to pressure; and 
as the pain subsided, the appendix relaxed, and no trace 
of it could be felt. This phenomenon was repeated 
several times during this and subsequent examinations; 
and the author believes it to be, without doubt, the 
manifestation of appendicular colic induced by pal- 
pation. Operation was proposed and accepted, and re- 
section of the appendix revealed no indication of in- 
flammation, and its lumen was perfectly patent; but 
within it was found a grayish fluid in which floated 
numerous stercoraceous granules, and five hard copro- 
liths, none of which was larger than a lentil. In these _ 
the author finds the explanation of the patient’s symp- 
toms; the pain being the result of reflex spasmodic 
contraction of the muscular wall, provoked by irritation 
of the mucosa through fecal concretions; the contrac- 
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tions in turn causing agglomeration of the coproliths, 
so that they partly occluded the lumen, thus producing 
tension of the fluid within the appendix. Occlusion be- 
ing only partial, however, the fluid slowly passed into 
the cecum, tension declined, and with it the colic sub- 
sided, till some other influence excited a repetition of 
the phenomena. Valvular projections, such as are 
frequently seen within the appendix, would account for 
the retention of the coproliths. Removal of the ap- 
pendix, the author believes to have been justifiable in 
this case, for the relief of the patient, and in order to 
avert more serious trouble in the future. 

Salol in the Treatment of Dysentery.—According 
to the experience of the military surgeons in the Russian 
Army, P. Mascateus (La Sem: Méd., Dec. 31, 1902) 
the use of salol constitutes a very efficacious means of 
combating dysentery. This observer associated salol 
with opium and nitrate of bismuth, prescribing tablets, 
each of which contained the following: Salol, subni- 
trate of bismuth and bicarbonate of soda, each 0.30 
grams; and powder of opium, 0.015 grams. If the 
disease is seen in its initial stage, he begins by ad- 
ministering a strong purge to the patient, preferring 
castor oil, and then he follows this up with three or 
four tablets like the preceding. At the same time he 
puts the patient to bed and insists upon an exclusive 

milk diet. If the disease is already several days old, 
he prescribes these tablets without the preliminary purge. 

By this treatment the pain and dizziness are always 
decreased, and usualy, at the end of a few days, the 

cells are normal. 

A Means of Obtaining a Watery Preparation of 
Menthol.—On account of its insolubility in plain 
water, unless mixed with a large proportion of alcohol, 
menthol is comparatively little used as a rule, although 
it possesses therapeutic properties which are accurate 
and powerful, especially in antimetic action. CRESAN- 
TIGNES, of Paris (La Sem. Méd., Dec. 24, 1902), has 
succeeded in obtaining a watery solution of menthol 
by making use of tincture of quillia-saporani, a tree 
‘ growing in Panama, which is often used in the formula 
for making emulsions. The formula which this ob- 
server employs is the following: Menthol, 0.03 to 0.05 
gram; tincture of quillia, 5 grams; neutral glycerin, 
10 grams; and distilled water up to 125 grams. After 
solution of the menthol in the tincture, the glycerin 
is added, and then the water, a little at a time, stirring 
well after each addition to it. In this way is obtained 
an emulsion of light amber color, in which the menthol 
is suspended. It is well to avoid concentrated prepara- 
tions, which produce the sensation of burning. It is 
therefore advisable to administer, according to need, 
a few teaspoonfuls at a time of the above potion. Gas- 
tralgia contraindicates the use of this drug. Cre- 
santignes also used applications of menthol for frontal 
headache, prescribing as follows: Tincture of quillia, 
10 grams; menthol, 0.15 to 0.30 gram; distilled water 
enough to make 155 grams. A compress is soaked with 
this preparation and applied to the painful spot on the 
forehead; at the end of four or five minutes the patient 
appreciates a cooling sensation and then is advised to 
take off this compress and substitute another, wet with 
plain water, and then alternate betweer. the two until 
the pain disappears, which is usually after a few 
moments. 

Methylene Blue in Enterocolitis—Taking note of 
the fact that enterocolitis of the mucomembranous variety 
often attacks neuropathic individuals, T. CHECHETELLI- 
IppotirE (La Sem. Méd., Dec. 24, 1902) conceived the 
idea of combating this disease with methylene blue, 
which, during the last few years, has been exploited 
as a sedative in certain maladies of the nervous sys- 





tem, and which possesses also, as is well known, certain 
antiseptic properties. The experiment was instituted 
on a woman thirty-four years old, and afflicted with 
this disease for fully three years, and gave very good 
results. This observer directed the patient to take every 
day. a pure milk diet of one per cent. methylene blue, 
and, in addition, four pills a day containing 0.01 gram 
of pure methylene blue. At the end of 20 days this 
treatment established an improvement in the patient and 
a cure was obtained by prophylaxis, abdominal mas- 
sage and administration of tonics. It is now eight 
months since the patient was discharged from treatment 
as positively cured. 

The Nomenclature of Malaria.—The status of ma- 
laria in regard to presenting it in an exact way is so 
well defined that the time seems to have come for more 
exact and rational nomenclature. Lieut.-Colonel Dav 
Bruce (Brit. Med. Jour., Jan. 3, 1903) suggests the 
following, viz.: malarial fever—synonyms, ague; in- 
termittent and remittent fevers, (a) tertian synonyms, 
Hemameba vivax, simple or benign tertian, (b) quartan 
synonyms ; Hemameba Golgii; (c) crescent tertian syno- 
nyms ; Laverania Laverani, estivo-autumnal fever, malig- 
nant tertian, tropical tertian, remittent fever. He would 
leave out the common terms of simple, benign, malig- 
nant, pernicious as being misleading and inexact, the 
so-called simple tertian being often more severe than 
the so-called malignant tertian. The term estivo-au- 
tumnal is obviously appropriate in Italy, but it occurs 
in other parts of the world as well. Koch suggested 
the term tropical tertian for the third variety, but here 
again the fever is found in temperate climates. Inas- 
much .as Golgi, who discovered that the parasite of 
malaria consisted of more than one species and Lavaran, 
who discovered the parasite in the beginning, have done 
so much to relieve human suffering, their names should 
appropriately be united with the new nomenclature. 
In those cases characterized by anemia, pigmentation, 
enlarged spleen, etc., where the parasites have disap- 
peared from the blood, he would add the term “chronic 
malaria.” ° 

Paroxysmal Tachycardia.—This disorder, as is 
well known, is symptomatic of many organic diseases or 
functional disorders. Jos. O’Carrott (Med. Presse, 
Jan. 7, 1903) details the history of a case in which no 
organic disease could be detected, in fact where the 
condition seemed idiopathic. Physiology can help one 
but little in explaining these cases, nor is one able 
to understand how the normal heart-rate can be multi- 
plied four times for hours or days together without 
apparent damage to the organ. His case was one of 
a governess, aged thirty-four, unmarried, whose per- 
sonal and family history gave no information cr clue 
whatsoever. Her attacks she described as follows: 
They commenced with dimness or loss of vision, then 
followed severe pain in the cardiac region. This lasted 
from ten minutes to ten or 20 hours, the shorter period 
being the more usual. There was no function to which 
the attacks bore any relation, occurring as often in bed 
as during violent exercise. Pulse rate often rose to 
260 per minute. Digitalis, nitroglycerine, nitrate of 
amyl, chloroform, purgatives, dieting, all had been tried 
in vain. Faradism apparently reduced the length of the 
attack. It was not until she was put on mixed bromides 
that she seemed to improve, and under these, taken in 
small quantities, the disorder has entirely vanished. 
It seems rational to believe that these attacks were ep!- 
leptiform in character, but unfortunately this leaves us 
about as much in the dark as we were before, except 
as to the indications for treatment. It may be that these 
cases are distinctly of the visceral type of epilepsy with 
very occasional cerebral extension, or possibly central 
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epilepsy with cardiac convulsigns as its peripheral mani- 
festation. The cardiac pain being analogous to the sore- 
ness left in the muscles after an ordinary seizure. 

Chronic Bilateral Parotiditis—The literature of 
the parotid gland; so far as it concerns chronic paroti- 
ditis as a clinical entity, is exceedingly scant. Osler, 
Mikulicz, and Kiimmel have each reported a few cases. 
Among 800 insane patients at the Philadelphia Hospital, 
D. Svymmers (Am. Med., Jan. 31, 1903) has found 
five instances of bilateral chronic parotiditis. In one 
case the condition may be regarded a stigma of de- 
generation in connection with other signs, there being 
no evidences of syphilis or other disease. In the second 
case syphilis was regarded as the etiological factor. 
In the third, a history of influenza, quinsy, alcoholism, 
and probably syphilis was present ‘and signs of ne- 
phritis and an apical tuberculosis were in evidence. 
Number four had an interstitial nephritis. In the last 
case a history of ulcerative laryngitis probably reveals 
the etiology. Each of these cases seemed to have several 
points in common with the others. All the patients 
were above thirty and mental cases; all exhibit more or 
less acceptable stigmata of degeneration; three are un- 
questionably syphilitic, and nephritis is present in all 
but one. Attention is called to the possibility of con- 
founding this condition with symmetric hypertrophy of 
the masseter muscles, but the difference becomes ap- 
parent on mastication. The author believes that it is 
probable that syphilis, nephritis, and certain other 
morbid conditions are attended by, the elaboration of 
irritant substances which bear a selective affinity for the 
structures of the parotid glands and that these sub- 
stances may be found in the saliva. For a similar reason 
the prolonged use of such drugs as potassium bromide, 
iodine and iodoform, arsenic, antipyrin, mercury ‘and 
salicylic acid might affect the parotids in the same 
way, since these drugs are eliminated in the secretion 
from these glands. 

Creosotal in Pneumonia.—The carbonate of creo- 
sote has lately been largely employed in the treatment 
of respiratory diseases. Its value in treating pneumonia 
is commented on by J. J. Puiims (Am. Therapist, 
Jan., 1903). He has devised the following scheme of 
administration, in the first year 4 to 15 grs. daily in 
four doses, up to the tenth year from 15 to 75 grs., and 
adults in xv, q. 3. h. It is preferably given in Aq. Menth, 
Pip. with the addition of glycérin and when the tem- 
perature becomes normal one-half the quantity may 
be given. In most cases, if seen early, the temperature 
falls in 24 to 48 hours. If the drug is withdrawn too 
early, i.¢., before. auscultatory signs disappear, there 
follows a rise, and if the creosotal be continued suffi- 
ciently after the drop has occurred, then the apyrexia is 
permanept. The drug seems to have a powerful local 
action upon pulmonary lesions, especially in the early 
stages of consolidation. No bad effects on the gastro- 
intestinal tract were observed and its antiseptic action 
also controls fermentation and decomposition in the 
bowel. The general condition also improves, as mani- 
fested in the clean tongue, better appetite and greater 
bodily comfort. 

Diphtheria Antitoxin in Bronchopneumonia.—The 
antidiphtheritic serum has lately been successfully em- 
ployed in other infective diseases. Its favorable action 
1s thought by some to be due to-a leucocytosis, which in 
turn produces an antitoxin, by others to its action as 
a stimulant to the protective powers of the body. J. 
O’Mattey (Am. Med., Jan. 17, 1903) has used it in 
three severe cases of bronchopneumonia in little children 
in doses of 1,000 to 3,000 units. Defervescence by lysis 
occurred within 8 to 10 hours after injection and com- 


plete recovery was rapid. He has also used it since — 





then in bronchopneumonias complicating the exanthe- 
mata and in scarlatina in which the anginal symptoms 
were pronounced and finds it a valuable therapeutic 
agent in cases otherwise beyond ordinary therapeutic 
aid. 

Exercise in the Treatment of Tuberculosis.—The 
degree of bodily exertion to be allowed in any given 
case of tuberculosis still remains an important question 
in the therapeutics of the disease. The limits denoted 
by various men are very indefinite. and PEnzoupr , 
(Miinch. med. Woch., Jan, 6, 1903) proposes in a dis- 
cussion of the subject, a more sharply marked pro- 
cedure. He believes that the methods usually prescribed 
are entirely too severe and often do not take into ac- 
count the individual characteristics of the case. The 
first point is to know whether in a doubtful case more 
harm will be caused by rest or by exercise. Observa- 
tion leads to the belief that an abundance of rest is 
less harmful than too much exercise. Patients that 
present during the day a rectal temperature of 38° C. 
should be treated in bed, but the latter may advantage- 
ously be in the open air. After all exacerbations of the 
tuberculous processes, absolute rest with avoidance 
of all unnecessary movements, should be insisted on 
for a period of at least two months. The condition of 
the pulse, respiration and temperature should be a con- 
stant guide. The latter is the most reliable, however, and 
should always be taken in the rectum, if possible, 
three to four times daily. He also suggests that patients. 
free from fever, who are permitted to indulge in 
moderate exercise, have the latter followed by a taking 
of the rectal temperature. 38° C. will indicate that the- 
exertion was too severe and must therefore be lessened.. 

Vaccinal Immunity.—In a series of eight cases A. 
Besson (Jour. Sci. Méd., Lille, Jan. 3, 1903) success- 
fully revaccinated two after an interval of a year and a. 
half, three after two years, two after three years and 
one after four and a half years; and out of six pa- 
tients who had had smallpox, vaccination was perfectly 
successful in one who had been affected with the disease 
ten years previously. He therefore draws the conclu- 
sion that while vaccinnation may, in the majority of 
cases, confer immunity for a period of time varying 
from five to ten years, immunity may be of very short 
duration in a certain proportion of cases; therefore, 
during art epidemic of smallpox, it is but a measure of 
prudence to submit to revaccination unless a successful 
vaccination has been performed a year prior to the 
outbreak. 

Chylous Ascites—A Case Due to Total Occlusion: 
of the Thoracic Duct.—The illness of a patient ob- 
served by P. P. Comey and W. W. McKrssen (Bost. 
Med. and Surg. Jour., Jan. 29, 1903), began with a chill,. 
pain in the right groin and leg, gastric disturbance, 
fever, general body soreness. In a day or so the right 
lower extremity became reddened and swollen, and 
had a caky feel. The swelling and redness extended 
across the abdomen and across the back and loins. but 
did not affect the opposite limb. It resembled a general 
infection with localized cellulitis and looked‘as if the 
process would proceed to suppuration. A diagnosis of 
phlebitis was made. The fever and inflammation began 


_to subside in a few days but the marked swelling and 


slight fever remained for a week. Eighteen days after 
the beginning of the first illness the patient experienced 
a sudden, severe attack of dyspnea and cardiac distress, 
relieved by hypodermic medication. The right leg 
remained swollen, but caused no inconvenience to the 
patient beyond that due to its size. Two and a half 
months after the first attack a second attack of chills 
and fever occurred, and the cellulitis now extended to 
the left shoulder, left arm and slightly to the left leg. 
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During this attack a paroxysm of dyspnea -and heart 
failure again occurred. A month and a half later a third 
febrile attack occurred; the edema became general, 
breathing was labored and ascites became more and 
more pronounced. The abdomen was tapped, and in- 
stead of serous fluid yielded about seven quarts of pure 
chyle. An opening was left for drainage and about four 
quarts of fluid escaped in 24 hours. The discharge 
continued for four weeks when the patient died. Post- 
mortem examination showed the thoracic duct which 
was easily found on account of its marked enlargement 
and induration. Microscopical sections of the duct at 
many different levels showed marked fibrous thickening 
of the wall; in many places the fibrous tissue had re- 
placed the muscular, and at nearly all levels the duct 
was totally occluded. The left lung showed advanced 
fibrosis; chronic passive congestion of the spleen and 
liver were noted and no marked renal alteration. The 
report of this case is supplemented by a tabulation of 
47 cases described by various authors during the past 
200 years. In only 37 of these cases was the fluid 
strictly chyle. 

Exaggeration of Reflexes.—A Diagnostic Sign in 
Carcinoma.—Cachexia is a symptom of profound in- 
toxication. The nervous system is extremely sensitive 
to the action of toxins. Pernicious anemia is a typical 
dyscrasia in which the etiological factor is undoubtedly 
a toxin; and in this disease nervous manifestations are 
common and are due to degeneration of the posterior 
and anterolateral columns of the spinal cord, as well as 
to alterations in the peripheral nerves and in the brain 
itself. In carcinoma the nervous system may be the site 
of metastases, and it may also present degenerative 
changes not very different from those occurring in per- 
nicious anemia. Having a knowledge of these changes, 
D. DeBuck and O. Van ber LinpEN (La Presse Méd., 
Jan. 3, 1903) have sought for a nervous symptom of di- 
agnostic value, hoping to discover a symptom which 
would facilitate the diagnosis of carcinoma: early in the 
course of development of visceral tumors. Negative 
results only were obtained from a study of motility, co- 
ordination, sensation, electrical reactions of nerves 
and muscles. But a study of the reflexes proved 
more gratifying. In a series of cases of cancer 
the tendinous reflexes were invariably exaggerated. 
The cutaneous reflexes were more variable,” but fre- 
quently showed exaggeration, especially the abdominal 
reflex. Babinski’s sign was not present. Exalted re- 
flexes are not, however, peculiar to cancer, but are pres- 
ent also in sarcoma, or in any marked dyscrasia in- 
volving the nervous system. The diagnostic value of 
the sign in malignant tumor, according to the present 
authors, consists in the fact that it is present in the 
condition very early in the course of the disease, long 
before the presence of a palpable tumor renders the 
diagnosis easy. In chronic septicemia, in the cachexia of 
syphilis or tuberculosis or in pernicious anemia, the 
symptom is less prompt in its appearance, less pro- 
nounced and less constant. 

Tarsalgia Among Adolescents.—Prolonged fixa- 
tion of the feet, usually prescribed against tarsalgia, 
possesses inconveniences, and exposes the patient to 
anchylosis. 
the patient becomes active he notices his affection has 
returned. The weight of the body appears to deform 
again the vault of the arch of the foot, and to cause 
the pain. M. Corvon (La Sem. Méd., Jan. 7, 1903) tried 
bicycling as a means of encouraging a young girl afflicted 
with tarsalgia, after having provided her with plates, 
and having directed her to press upon the pedals, not 
with the toes, but with the flat of the foot. He was 
pleased to find that this patient could take long rides 


In addition, at the end of the treatment, if . 


without the least deformity of the foot, footache, pain 
or other similar symptoms. A cure was obtained two 
months after this treatment was inaugurated. In a 
general way, therefore, this authority considers that 
bicycling is a rational treatment for tarsalgia. He ar- 
gues that the vehicle may be used in such a way as to 
spare the arch of the foot, and at the same time to get 
the exercise necessary to improve the general health of 
the patient. 

Appendicular Pain in Acute Lobar Pneumonia of 
Infants.—The statement made by Massalonza at the 
fourth Italian Pediatric Congress, that it is impossible 
to exclude appendicitis in cases of lobar pneumonia sim- 
ulating that disease until typical pulmonary symptoms 
appear, is considered by O. Cozzotino (Gazz. Osped., 
Jan. 11, 1903) an exaggeration of the difficulties which 
undoubtedly surround the diagnosis of. such conditions, 
He holds, with Guinon, that in cases in which the 
pain is first referred to McBurney’s point, a gentle, 
gradual depression of the abdominal parietes with the 
flat of the hand over this point, will not excite pain 
and the consequent defensive contraction of the muscles 
which prevents diagnosis of the presence or absence 
of tumor. Such a case came under his observation, 
which presented all the symptoms of an acute ap- 
pendicitis; and while respiration was rapid and super- 
ficial, and a dry cough was present, examination of 
the thorax revealed nothing abnormal save a slightly 
harsh respiration at the base of the right lung. With 
gentle manipulation: of the abdomen, commencing first 
upon the unaffected side, and distracting the patient’s 
attention, the doctor succeeded in establishing the ab- 
sence of resistance or evidence of inflammation at Mc- 
Burney’s point, though the pain was referred entirely 
to that locality. After the second day, the symptoms of 
pneumonia were clearly established, and the disease ran 
a typical course, though appendicular pain persisted with 
decreasing intensity till defervescence occurred. Cozzo- 
lino holds that this case illustrates the necessity of 
guarding against a premature diagnosis of appendicitis 
in such cases, and proves the value of gentle manipu- 
lation, as advised by Guinon. 

Blood-pressure Observations.—The rusults of ob- 
servations on blood-pressure in morbid conditions in 
adults have been made by J. B. Briccs (Johns Hop- 
kin’s Hosp. Bull., Feb., 1903). Two cases of cardiac 
disease are presented with broken_compensation in con- 
nection with lesions of the mitral valve. The Riva- 
Rocci sphygmomanometer showed in one case abnormal- 
ly low pressure, in the other it was markedly raised. 
In both patients there was a return to:the normal under 
essentially the same treatment, digitalis, rest in bed 
and free purging. It seems, therefore, that the digi- 
talis, as used clinically, is not bound to raise blood 
pressure. A large number of observations were also 
made on patients who were receiving stimulant drugs. 
The effects of alcohol by mouth were never marked, 
the total effect being depression. The primary rise 1s 
temporary and is probably reflex from gastric irritation. 
Strychnine, by hypo in moderate doses, caused a rise, 
somewhat delayed as compared with alcohol, but lasting 
longer. A similar rise, but more sudden and less per- 
manent, followed digitalin. No depression, as with al- 
cohol, followed either. Subcutaneous infusions of salt 
solution have no stimulant effect on the pulse, and as 
the fluid does not remain in the circulation, the writer 
believes that infusions are contraindicated in surgical 
and traumatic shock where the blood pressure is al- 
ready low. Strychnine and digitalin seem to meet the 
first indications in shock. Blood-pressure observations 
should form the basis of the administration of stimu- 
lants. 
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THE VICE OF CHEAP THERMOMETERS, 

Ir some one should ask us which is the more 
dangerous to the community, an unlicensed and 
uneducated physician or an unregistered and un- 
reliable clinical thermometer, we should hardly 
know which of these two evils to prefer. Luckily 
the law can be invoked for the suppression of the 
quack; but it concerns itself not at all with the 
fickle thermometer, and consciously or uncon- 
sciously, nearly all of us are silent supporters of 
a highly vicious practice. 

A prominent hospital in this city has scarcely 
recovered from the shock of a recent discovery 
made by the members of its house staff, namely, 
that the thermometers in regular use in its wards 
vary so much as to render valueless the tempera- 
ture charts which well-trained nurses have been 
taught to regard as one of their chief responsi- 
bilities. It is a rude awakening, indeed, for a 
physician suddenly to be made to realize that he 
~ has been treating for fever, patients who have no 
fever, and that patients have been discharged as 
“cured,” whose temperatures were far from nor- 
mal. Think of the wasted energy of sponge baths 
and tubbings; of antipyretics used without due 
Warrant ; of fluid diets forced upon half-starved 
convalescents who Jonged for solid food and 
would have been all the better for it; of patients 
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kept in bed and in the hospital when they might 
have benefited by freedom out of doors. These 
are no imaginary evils; they are errors actually 
committed, and errors which we have no doubt 
are being repeated to-day in many of our best 
hospitals, where every possible care is supposed 
to be lavished on patients. Is this the hospital 
management of which Americans are so proud? 
In the hospital whose experience has been 
made known to us, actual tests of groups of ther- 
mometers used in the same wards and on the 
same patients, revealed differences too striking 
and too serious to be lightly passed over. In 
some cases these differences were as great as 
2.5° Fahrenheit—variations wide enough to prove 
embarrassing in diagnosis and misleading in 
treatment. This intolerable state of affairs has 
existed apparently for a long time—the inev- 


itable fruit of a policy which seeks to divorce 
economy and efficiency. 


The dangers of such a 
policy require no enumeration at our hands; and 
yet, having made inquiries at a number of hos- 
pitals in this city, we are convinced that’ so far 
as clinical thermometers are concerned, this is a 
policy which has many adherents. Good ther- 
mometers are costly; cheap ones flood the mar- 
ket, and the tide rises even unto the sacred pre- 
cincts of hospital wards, where it drowns all 
decent regard for the patients’ welfare. 

It is not in hospitals alone that the vice of 
cheap thermometers has taken root. In the stock 
of the average drug store in this city will be 
found a small. number of clinical thermometers 
reliably certificated, and a much larger number 
bearing certificates of doubtful authenticity or 
having no certificate at all. These latter repre- 
sent the practice of private physicians and the 
public in the taking of temperature at home. 
Most of these thermometers are cheap, many of 
them are old, and all of them are unreliable, be- 
cause even when they happen to be accurate we 
cannot feel sure of them and we are bound to 
question and perhaps to discount their evidence. 
We have beén accorded the privilege of testing 
selections from retail stocks but we have found 
that variations of two degrees are not uncommon. 

Here is a matter of vital concern to the pro- 
fession and the public. The voluntary testing 
and certification of thermometers by recognized 
experts is a safeguard within the reach of those 
who are willing to pay for it. Inasmuch as this 
protection is so commonly neglected, however, 
the question may well be raised whether compul- 
sory certification is not desirable. Meanwhile, 
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it is evident that hospitals have adhered to a 
policy which is unscientific, demoralizing and in- 
humane. It is the duty of medical boards to see 
that the vice of cheap thermometers is banished 
from the wards under their control. 


NEGRO SUPREMACY FROM A MEDICAL STAND- 
POINT. 

THERE has been such a hue and cry in the lay 
papers of the last two months, arising from every 
section of the country, that a glance into the med- 
ical aspects of this melanophobia cannot be de- 
void of interest and should not pass unobserved. 
In the leading journals from the North and 
South there have appeared editorials of great acu- 


men and power, but none seem as yet to have 


dealt, except in a superficial manner, with the 
race problem as seen from a biological, ethno- 
logical or medical standpoint. 


One cannot intelligently answer the question 


whether the negro can take a place in the social 
and economic progress of the nation without be- 
ing in possession of the main morphological dif- 
ferences between the Caucasian and the African, 
since these are the fundamental bases for mental 
and moral discrepancies between the races. That 
the negro more nearly approaches in body to the 
quadrumana or anthropoid apes is shown by the 
following points: The arm is abnormally long— 
in the erect position it often reaches the knee-pans 
and on an average exceeds that of the Caucasian 
by about two inches. The facial angle which is 
granted by all to have a definite ethnological bear- 
ing even if the function of the frontal lobes is 
still but little known, averages 82 degrees in the 
Caucasian and 70 degrees in the Black. Coinci- 
dentally with this is the fact that in brain weight 
the white man exceeds the negro by fully ten 
ounces—almost as much as he in turn exceeds the 
highest gorilla. Another point of difference an- 
atomically is seen in the lower extremity—this is 
not so well developed as the white man’s, the foot 
is broad and flat, the great toe prehensile and di- 
vergent, the heel often projecting ‘so far back- 
ward as to merit the term “lark heel.” Were it 
not for the fact of the very early closure of the 
cranial sutures, which indicates early maturity, 
who can say what might be the possibility of any 
precocious pickaninny, let alone nine millions of 
them ! 

It is needless, however, to dwell longer on the 
well-known differences which exist, or to urge 
that they demonstrate a distinct race of mankind 
and show conclusively in the negro an inferior 





type. Among the fair-minded this is axiomatic. 

Some years ago we were all alarmed over the 
“yellow peril.” Now the “black peril” confronts 
us. Of the first no less an authority than the 
Honorable Andrew H. Green has well said “It 
will take centuries to teach our Western barbar- 
ians that there is no such thing as national dan- 
ger in allowing the influx from the Orient to be 
balanced by natural causes.” 

The late Professor Ogden S. Rood, of Colum- 
bia, in speaking of the racial problem as presented 
in the South, said in his characteristic and em- 
phatic manner, “Why, man, how the devil can 
there be any question of superiority or inferiority 
between two peoples who developmentally are sep- 
arated by a chasm of 20,000 years? It is more 
than absurd to suppose that a residence of a few 
generations with a superior race can_ possibly 
create a bridge strong enough to bear even a 
single black.” 

Along the same lines of thought, it is inter- 
esting to note what N. S. Shaler, of Harvard, 
says, in his lectures on the early development of 
man, “The mountains of the North rather than 
any intrinsic capabilities of the Caucasian, are 
responsible for the immense difference which ex- 
ists between the white and the black man. 
Cradled in their natural fortresses, the peoples of 
the Southern European peninsulas were isolated 
and this isolation meant protection and a possi- 
bility to develop. In the great flat plains of Af- 
rica, however, individual and tribal development 
was impossible, because of the lack of natural 
protection for such development.” 

Eugene R. Corson, in his contribution to the 
Wilder Quarter Century Book, states that as a 
result of a most careful study of the census, and 
dependent upon personal observation in the city 


of Savannah, he is confident that syphilis, tuber- 


culosis and alcoholism are making stultifying in- 
roads on the modern negro, poor, weakened as 
uct, that. he is, of miscegenation. 

If the opinions of these eminent gentlemen pass 
unheeded, who can turn a deaf ear to the follow- 
ing conclusions of that great and moderate ob- 
server of men, Sir Spencer St. John,—(Hayti, 
or The Black Republic, 1889) “After a residence 
of over twenty-five years in this Island I am 
forced to the conclusion that the negro is inca- 
pable of holding an independent position. Haytt 
shows no sign of improvement—on the other 
hand, it is constantly retrograding and without 
external influence the inhabitants will soon fall 
into the state of the dwellers of the Congo.” 




















Fesruary 28, 1903] 


EDITORIAL. 


4ES 








If it be true, as some have perhaps well said, 
that the time is ripe for a recognition of the 
negro, in substance rather than in theory, earnest 
thought should be given by those who would lib- 
erally interpret our laws and they should be well 
versed in the opinions of such men of science as 
we have quoted. They must know and recognize 
that profound differences do exist—that one race 
is 20,000 years behind the other. They must 
know that ethnologically, physiologically, ana- 
tomically, the Negro and Caucasian must always 
be widely different. If the negro is advancing, 
which, thanks to the noble efforts made at Tus- 
keegee and similar institutions, he surely is, what, 
meantime, is the Caucasian doing? Advancing? 
Yes, with his pliant brain case, capable of permit- 
ting progressive development from birth to death, 
he is thundering ahead with a rush and a speed 
which no alien race can hope to follow. 

Unless these facts are weighed in a true bal- 
ance, bitter injustice may be done the South. It 
is no doubt true, as Corson assumes, that the ir- 
revocable law of the “survival of the fittest” will 
wipe the negro away, but this will take centuries. 
There is a real and immediate peril, as the Senator 
from North Carolina has well said. Science, edu- 
cation, religion, philanthropy, may well focus 
their brightest rays upon it, and unless our 
leaders follow where these trend the South will 
surely suffer. 


THE NEED FOR A NERVOUS HOSPITAL IN NEW 


YORK CITY. 

In another column in this week’s issue of the 
MEpIcaL News we print a letter from Dr. Fred- 
erick Peterson, President of the State Commis- 
sion in Lunacy, addressed to Commissioner of 
Charities, Homer Folks, on the desirability of es- 
tablishing a hospital for nervous diseases in New 
York City, and also a suggestion as to a solution 
of the problem discussed. 

For some time the MepicaL News has been en- 
deavoring to show that a special hospital for 
nervous diseases is not only a desirable thing but 
an imperative need. It is only within the last few 
years that it has been borne in upon the mind of 
the general practitioner that nerves are not a 
luxury of the rich, but the fiber of the common 
man’s life. The list of nervous diseases that Dr. 
Peterson cites as requiring special treatment is 
found more frequently in the city’s poor than 
among the specialist-paying patients. The way 
in which these patients are cared for at present is 
‘totally inadequate ; not but what the ablest men in 


-student is in need of. 


professional and  post-professional 





the city are on hand to diagnose their cases, but be- 
cause there is no facility or convenience provided 
for their proper treatment. They are stowed 
away anywhere as though they were labeled “mis- 
cellaneous,” and there is neither interest nor credit 
in the various hospitals connected with their cure. 

Added to the need of special care for the pa- 
tients at present suffering is the very great 
additional need of using the troubles of 
these same people for the enlightenment 
of the uprising generation of physicians. 
The recent enormous strides in neurology fill 
tomes, but ‘there is probably no other class of 
diseases that needs more clinical material to illus- 
trate the differential points of diagnosis. There- 
fore the present haphazard method of tucking a 
chronic case into any vacant corner is simply 
secreting and wasting clinical material which the 
There can be no more 
practical solution than that which Dr. Peterson 
suggests to the Hon. Homer Folks, viz., the con- 
gregating together of all classes of nervous dis- 
eases into one especially equipped building, with 
a neurologist as a superintendent, and with facili- 
ties for clinical studies for students. 

We trust that the idea, through Dr. Peterson’s 
forceful impulse and the Hon. Homer Folks’ gift 
for organization, will take definite shape and soon 
become a reality. 






EDUCATIONAL UNIFICATION IN NEW YORK 
STATE. 

It is an almost daily occurrence for prominent 
physicians in the State to receive letters from 
leading practitioners in other States making in- 
quiry as to the methods employed in New York 
whereby professional medical standards have been 
elevated and maintained. Those familiar with 
the facts invariably attribute the existing state 
of affairs to the efficiency of the Regents’ Office. 

While it is true that the State Society nomi- 
nates the State medical examiners, it is equally 
true that the Regents do the actual appointing 
from among the nominees, that they conduct the 
examinations surrounding them by safeguards 
such as are entirely unknown elsewhere, that they 
are custodians of all the records, and, more than 
all, that they regulate and control the academic 
requirements of all those desirous of pursuing a 
professional career in New York State. It is fair 
to assume that were it not for the superior system 
of the Regents, most, if not all, of the boasted ex- 
cellence of New. York State ante-professional, 
standards 
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would long ere this have been discredited. If 
physicians had no thoughts or wishes in connec- 
tion with the divorcement of politics and educa- 
tion their desire for a continuance of existing 
Regents’ methods would be sufficient to impel 
them to come to the support of that body in the 
conflict which has arisen as between them and 
the State Department of Public Instruction. 
Being citizens as well as physicians it is fair to 
suppose that their reason for advocacy of a uni- 
fication of State education under the guidance of 
the Regents is of a dual nature, and therefore 
doubly intense. 

Writing on this subject, in a recent issue of the 
Evening Post, Dr. Nicholas Murray Butler says, 
among other things : 

“The fact that the two State educational de- 

partments at Albany are again at loggerheads be- 
‘ fore the Legislature and the public ought to be a 
matter of grave concern to the people of the State. 
Antagonism and friction between the representa- 
tives of these two departments have existed for 
some years past, and from time to time their evi- 
dences have attracted the attention of the public. 
Those who are more intimately acquainted with 
‘the educational conditions existing throughout 
the State have known that this antagonism and 
friction are constantly showing themselves in 
ways injurious to the schools and their work. 
_ If the State had two Departments of Insurance, 
or two Railroad Commissions, or two Superin- 
tendents of Banking, it would not be long before 
one or the other of the separate administrative 
departments was abolished. There will be no per- 
manent relief from the present unfortunate situa- 
tion at Albany until the two educational depart- 
ments are reduced to one, as should have taken 
place long ago. This simplification, or unifica- 
tion, as it is called, of the State educational ad- 
ministration, has been demanded for years by all 
the best and most disinterested authorities on edu- 
cation. It has been prevented, however, by the 
fact that the representatives of the two depart- 
ments, while constantly professing a desire for 
unification in theory, have been most unyielding 
when the time came to agree upon a concrete plan 
for bringing unification about.” 

Education should be unhampered by political 
consideration, and educators should not be be- 
holden to politicians and to political parties. The 
method of imparting wisdom possessed by an in- 
dividual is not the asset of any political boss, nor 
should it ever become so. The best way to pre- 
vent this is to place the schools on a plane of in- 


dependence and of permanency, and Regents’ 
methods are best calculated to bring this to pass. 

“The thing to be aimed at,” writes Dr. Butler, 
“is the establishment of a single, efficient and 
non-political form of control of public education 
in the State of New York.” 


ECHOES AND NEWS. 


NEW YORK. 


Recent Bellevue Charges.—The utter falsity of re- 
cent Bellevue charges has been made manifest by 
the recent autopsy made on the body of Patrick 
Hunt, the details of which are here presented: Cor- 
oner’s office, City and County of New York—An 
autopsy performed on the body of Patrick Hunt, at 
2178 Eighth avenue, on February 4, 1903, at 12 
o’clock M., eight hours after death, by Philip F. 
O’Hanlon, M.D., Coroner’s Physician, revealed: 
External inspection of the body—No marks of violence; 
rigor mortis fairly well marked; greenish discoloration 
in the right inguinal region over ascending colon. 
Brain—Brain marked edema; dura thickened and 
showing chronic ‘pachymeningitis hemorrhagica in- 
terna; the formation of a number of sacculated hema- 
tomata; dura thickened and adherent to all parts of 
the calvarium. Lungs—Edema and congestion. Heart 
—Enlarged and dilated; beginning aneurism of the 
arch of the aorta. Spleen—Congested and soft. Kid- 
ney—Chronic Bright’s Disease, granular in form. Pan- 
creas—Congested slightly. Stomach—Some old catar- 
rhal gastritis. 

Cause of death—Cardiac hypertrophy and dilatation, 
beginning aneurism of the arch of the aorta. (Signed) 
Puiuie F. O’Hanton, M.D., Coroner’s Physician. 

To which may be added the statement of competent 
alienists, as follows: “We have carefully examined 
into the clinical history of the man, Patrick Hunt, and 
the evidence given by him of alleged occurrences in 
Ward 32, Bellevue Hospital, on the night of January 
24, 1903. We have also read the report of the autopsy 
made upon the man Hunt by Dr. Phillip F. O’Hanlon. 
In our opinion the story told by Hunt is fantastic and 
impossible, and bears the marks of an insane imagina- 
tion. The autopsy shows a. condition of the brain and 


_ brain membranes found most commonly in insanity aad 


in advanced alcoholism with deteriorated brains, and 
practically in no other conditions. We believe, there- 
fore, that Patrick Hunt was insane or demented, and 
his story the delusion of a lunatic or demented alco- 
holic. (Signed) Chas. L. Dana, M.D.; Frederick 
Peterson, M.D.; Adolph Meyer, M.D. 

Manhattan Dermatological Society.—The regular 
monthly meeting was held Friday, Feb. 6, 1903, Dr. L. 
Weiss presiding. 

Dr. W. S. Gottheil presented three cases; one each 
of ichthyosis, acne varioliformis and Roentgen derma- 
titis. The first subject was a child of two years, well 
nourished and otherwise healthy. The exfoliation was 
especially well marked and of peculiar configuration, 
at the site of a recent vaccination. Dr. Gottheil asked 
whether these cases ever get well spontaneously and 
what was the members’ experience with the sulphur 
treatment. Dr. Bleiman stated that the more severe 
types are persistent, the mild ones apparently get well 
owing to greater attention to the skin in adult life. Drs. 
Sobel and Oberndorfer agreed that spontaneous cure 
does not take place; mild cases are usually overlooked. 

The second case (Roentgen dermatitis) was an adult 
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of fifty years; a red, raw excoriated patch covered the 
dorsum of right hand about 3x5 inches in diameter; 
the excoriation was superficial; healing takes place at 
times, but is soon followed by breaking down of tissue. 
The condition began after a single exposure to the 
Roentgen ray for purposes of diagnosis; disease of 
metacarpal bone was found and operated upon; of 
significance was a lesion near inner angle of eye re- 
sembling a lupus erythematosus. Dr. I. P. Oberndorfer 
said that the hand lesion did not look tuberculous, al- 
though he would not classify it; if the X-ray produced 
the condition, why does it not heal in so long a space 
of time. The lesion near eye he called lupus vulgaris. 
Dr. J. Sobel likewise called the latter lupus vulgaris; 
the lesion on hand may have had some connection with 
the former bone lesion; its appearance, however, did 
not suggest tuberculosis. Dr. Bleiman agreed with the 
latter speaker; in addition he stated that a local ob- 
literating endarteritis could account for failure of ‘repa- 
rative process. 

The third case (acne varioliformis) was in a male, 
showing the typical outbreak on face and forehead; Dr. 
L. Weiss suggested Finsen light therapy, which was 
also advocated by Dr. Gottheil. 

Dr. A. C. Geyser presented a female, single, thirty- 
five years old; seven months ago noticed a growing 
tumor of right breast; pain slight; axillary adenitis 
after the second month but painless. The mass was 
globular in shape, stony, hard and non-adherent to un- 
derlying tissues, but adherent to skin only. Was 
X-rayed ten times; mass much reduced in size, mov- 
able and softer; nipple still retracted but less so than 
formerly. Dr. R. Abrahams said that retracted nipple, 
axillary adenitis and gradually enlarging tumor, estab- 
lish the diagnosis of carcinoma; he advised immediate 
operation. Dr. W. S. Gottheil, considering age of pa- 
tient and its stony hardness, calls it sarcoma and also 
advised against further temporizing with the X-ray. 
Dr. L. Weiss advised operation, whether the case was 
sarcoma or carcinoma; metastasis and its dangers 
should be fully considered; he would rely upon micro- 
scope for differentiation. Dr. Oberndorfer said early 
age did not exclude carcinoma; pain was a cardinal 
symptom; retraction of nipple was common to both af- 
fections. Its extreme hardness, rapid growth, little pain 
and adenitis in his opinion favor diagnosis of fibrosar- 
coma. Dr. Geyser stated that patient refused surgical 
interference; hence he resorted to the X-ray and would 
report subsequently. 

Dr. A. Bleiman presented a child of eight years with 
a deeply excavated ulcer on tongue; when first seen 
two days ago its appearance strongly resembled a pri- 
Mary sore; result of local (non-specific) treatment 
changed the condition considerably so that diagnosis 
of simple lingual ulcer was made; a ragged-edged tooth 
no doubt was responsible for the condition, coupled 
with the lack of proper mouth hygiene. Dr. Gottheil 


- considered it a traumatic ulceration dependent on 


dental caries, and like it, bacillary in origin. Dr. J. 
Sobel called it a non-specific dental ulceration, which 
was probably influenced by the same variety of bacilli 
which produce dental caries. The offending tooth must 
be drawn and the ulcer treated locally. He found five- 
Per-cent. solutions of chromic acid effective. 

Dr. I. P. Oberndorfer showed a case of primary 
syphilitic pigmentation. He called attention to the fact 
that these pigmented spots were not preceded by any 
€ruption and distinguishes between a primary pigmen- 
tation and one which follows syphilitic exanthema. The 
Patient was under observation since last September. At 
that time the body showed a papular syphilide and 
Squamous eruptions on the palms. The upper eyelids 
Presented a peculiar red, infiltrated, scaly eruption. The 


members present conceded the eruption to be a rare 
one; Dr. L. Weiss thought it an otherwise accidental 
pigment stain in a syphilitic patient. 

Dr. R. Abrahams showed a case of lichen syphiliticus; 
patient had a chancre on penis 13 weeks ago; in this 
interval no signs of any secondary eruption until present 
outbreak. The lesion showed well on the lower limbs; 
the body and arms were scantily covered. Drs. Gott- 
heil, Weiss and Abrahams considered it specially in- 
teresting owing to the long lapse of time between ini- 
tial sore and the secondary lesion. Lichen syphiliticus 
was extremely rare, and when it did occur was not 
often recognized. Dr. Oberndorfer relates a case re- 
cently observed. 

Plans of the Rockefeller Institute—In last Satur- 
day’s NEws was announced that Dr. Simon Flexner, for- 
merly of the Johns Hopkins Medical School, had been 
selected as chief of staff of the Rockefeller Institute 
for Medical Research.. The plans embrace a scheme 
for an institution of medical and pathological research 
which, it is said, will be without an equal in this coun- 
try and unexcelled in any country in the world.' The 
gifts of John D. Rockefeller to the institute thus far, 
aggregating $1,200,000, are considered merely a begin- 
ning, and the understanding is that Mr. Rockefeller 
stands ready to finance the institution for any amount 
necessary to carry out the work. The institute will 
occupy four city blocks,-in New York, between the 
East River and Avenue A and Sixtieth and Sixty- 
fourth streets. The present plans call for the imme- 
diate erection of a laboratory for investigation in all 
departments of medical research; the building of a 
hospital in which special groups of patients may be 
treated to develop new methods for the treatment of 
disease. Popular lectures and a new medical journal 
will also be established. Dr. Flexner will begin his 
work at the institute in July. He will spend the greater 
part of his first year in Europe, during the construction 
of the laboratory building in New York. This building 
will be started so as to be ready for occupancy October 
1, 1904. As an indication of the character of the work- 
ers and the able supervision assured them in their work, 
the following list of heads of departments and their 
assistants are announced: Prof. T. M. Prudden, in 
Columbia—William Salant, M.D., and Clara Meltzer, 
M.D.; Prof. A. C. Abbott, University of Pennsylvania 
—Nathaniel Gildersleeve; Prof. Simon Flexner, Uni- 
versity of Pennsylvania—F. P. Gay, M.D., E. B. Vedder 
and C. W. Duval; Prof. H. W. Conn, of Wesleyan— 
William N. Esten; Prof. F. G. Novy, of Ann Arbor— 
G. D. K. Hendry, B. S.; Prof. V. C. Vaughan, of Ann 
Arbor—May Wheeler, A.B.; Prof. W. T. Howard, Jr., 
of Western Reserve—Roger G. Perkins, M.D.; -Prof. 
Theobald Smith, of Harvard—A. L. Reagh, M.D.; 
Prof. W. T. Councilman, of Harvard—E. E. Tyzzer 
and W. R. Brinckerhoff; Prof. H. C. Ernst, of Harvard 
—S. B. Wolbach; Prof. R. H. Chittenden, of Yale—' 
Leo F. Rettger; Prof. Ludwig Hektoen, of Chicago— 
J. C. Friedman; Dr. J. P.. Halsey, of McGill University, 
Montreal—P. G. Woolley, M.D.; Prof. William H. 
Welch, of Johns Hopkins—Dr. Fisher; Prof. C. A. 
Herter, of New York—A. F. Wakeman and A. N. 
Richards; Prof. A. E. Taylor, California—Clarence 
Quinan; Prof. E. K. Dunham, of New York Univer- 
sity—R. A. Bebb, M.D.; Prof. Biggs and William H. 
Park, in Health Department Laboratory—Dr. Anna 
Williams. 

Dr. Flexner will have under him directors of the dif- 
ferent departments of chemistry, hygiene, preventive 
medicine, pharmacology, therapeutics, normal and path- 
ological physiology and the study of bacteria and other 
microorganisms. All these will recejve a compensation 
sufficient to retain them in the institute. Besides these 
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specialists of national and even international repute 
there will be a class of workers whose associations will 
be less permanent. These will be termed fellows or 
scholars, to whom grants of money of varying amounts 
will be made. There will be thus a large corps of per- 
manent, well-trained persons, whose entire time will be 
devoted to research work. It is expected also that pro- 
vision will be made for voluntary independent research 
investigators who may wish to avail themselves of the 
resources of the Rockefeller Institute to work out their 
own special problems under such capable supervision 
as may be afforded them. 


PHILADELPHIA. 

Dr. Le Conte Appointed Surgeon-General of 
Pennsylvania.—Dr. Robert G. Le Conte of this city 
has been chosen to succeed Dr. J. V. Shoemaker as 
Surgeon-General of the National Guard of Pennsyl- 
vania. Dr. Le Conte, formerly a surgeon in the Navy, 
is connected with several of the local hospitals, and is 
one of the best known of the younger surgeons in Phil- 
adelphia. 

Barbers Ask for Sanitation—A meeting called by 
the National League of Barbers for the purpose of 
arousing public interest in the adoption of a bill by the 
legislature that will result in better sanitary condi- 
tions in barber shops, was held recently in this city. 
Among the provisions of the bill is one creating a board 
of examiners consisting of five barbers who must have 
been actually engaged in the business for at least ten 
years. The measure is supported by both journeymen 
and employers. : 

The Samuel D. Gross Prize—$1,200.—This prize 
will be awarded on January 1, 1905. The conditions 
annexed by the testator are that the prize “shall be 
awarded every five years to the writer of the best 
original essay, not exceeding 150 printed pages, octavo, 
in length, illustrative of some subject in Surgical 
Pathology or Surgical Practice, founded upon original 
investigations, the candidates for the prize to be Ameri- 
can citizens.” It is expressly stipulated that the com- 
petitor who receives the prize, shall publish his essay 
in book form, and that he shall deposit one copy of 
the work in the Samuel D. Gross Library of the Phila- 
delphia Academy of Surgery, and that on the title page, 
it shall be stated that to the essay was awarded the 
Samuel D. Gross Prize of the Philadelphia Academy 
of Surgery. The essays, which must be written by 
a single author in the English language, should be 
sent to the “Trustees of the Samuel D. Gross Prize 
of the Philadelphia Academy of Surgery, care of 
the College of Physicians, 219 South Thirteenth St., 
Philadelphia,” on or before January 1, 1905. Each 
essay must be distinguished by a motto, and accom- 
panied by a sealed envelope bearing the same motto, 
and containing the name and address of the writer. 
No envelope will be opened except that which accom- 
panies the successful essay. The committee will return 
the unsuccessful essays if reclaimed by their respective 
writers, or their agents, within one year. The committee 
reserves the right to make no award if the essays 
submitted are not considered worthy of the prize. John 
B. Roberts, M.D., William L. Rodman, M.D., William 
J. Taylor, M.D., Trustees. 


CHICAGO. 

Repeal of Act Compelling Record of Births and 
Deaths.—Speaker Miller has introduced in the leg- 
islature at Springfield a bill to repeal the law passed 
two years ago, “requiring reports of births and deaths, 
and the recording of the same, the regulation of inter- 
ments, or other disposal of dead bodies.” Three other 
bills of the same character have been presented, but 


this emanating from the Speaker of the House, carries. 
additional weight. Speaker Miller says he does not 
think the passage of the repeal bill will affect the health 
relations of Chicago or other cities in the State. All 
he desires to do is to free the residents of rural com- 
munities from what they consider an obnoxious law. 
State Board of Health officials say that every physician 
in the State will oppose the repeal of the present law, 
The law can be amended to cover the objections pointed 
out by the people in Southern Illinois, and a bill to. 
that effect is now on second reading in the Senate. This. 
bill simply provides that more officers can issue burial 
permits, and will ‘remove the hardships alleged to be 
imposed by the present law. 

Consent of the Patient for Operation.—Consent 
of the patient, or of some person authorized to speak 
for him, or her, as the case may be, must be obtained 
by a surgeon before he performs an. operation, accord- 
ing to a recent decision handed down by Judge Murray 
F. Tuley. Without express consent} the judge finds a ' 
violation or trespass on the body of the individual is 
committed by the surgeon in his use of the knife and 
ground is thereby established for a damage suit. The 
case involved in the finding was a suit brought by Mrs. 
P. J. Davis against Dr. Edwin H. Pratt. It is said that 
in 1898, Dr. Pratt performed the operation of hysterec- 
tomy on Mrs. Davis. Mrs. Davis, it was alleged, was 
at that time unsound mentally, and has since been ad- 
judged insane. Damages of $3,000 were awarded. 
Among other things, Judge Tuley in summing up, 
stated “that the preponderance of the evidence is that 
the doctor did not have the consent of the plaintiff or 
of her husband to perform this operation. The doctor's 
evidence impresses the court with the feeling that a 
surgical operation-of the character that was performed 
on the plaintiff was, to him, at least, a-trifling matter, 
and that he believed he had the right, if he thought the 
patient would be benefited by such an operation, to use: 
his own judgment and act upon it without much re- 
gard as to what the patient or her friends might desire. 
The fact that neither the sister nor the husband was. 
present when this operation was performed is a strong 
circumstance tending to show that the doctor acted 
without the consent of the husband. One or the other 
would naturally have been present at the hospital at 
such a time. It is not claimed that the doctor per- 
formed the operation in an unskilful manner. No 
malpractice is charged. The absence of malice does 
not excuse an unauthorized trespass on the body of the 
plaintiff.” 

Birth-rate of Chicago.—The Health Department, 
in its weekly Bulletin, states, among other things, that 
whatever may be the facts as to a decreasing birth-rate 
elsewhere, as exploited by Presidents Roosevelt and 
Elliott, and by others, there is no immediate cause for 
concern over the birth-rate of Chicago. In 1890 there 
were 135,541 children so enrolled, of which number 
20,175 were under seven years of age. Those under 
seven formed 1.83 per cent. of the total population (1,- 
099,850) of the city in that year. In 1900 the total en- 
rollment was 225,861, of which number 48,817 were 
under seven, a proportion of 2.87 per cent. of the total 
population—1,698,575—in 1900. These two sets of fig- 
ures show an increase of 57.3 per cent. of children under 
seven: in proportion to total population, and of 141.9 
per cent. in the actual number of children under seven 
during the ten years. The increase in the total popula- 
tion at all ages was 52 per cent. between 1890 and 1900, 
while the increase in the under seven year population 
was 57.3 per cent., or 5.3 per cent. in excess of the in- 
crease of the total population at all ages. This excess 
is obviously due to the births during the period. 
much more importance aré the figures which show that, 









Fesruary 28, 1903] 


ECHOES AND NEWS: CANADA. 419 








ey 
while the newly born are increasing in numbers year 
by year, they have a vastly better chance of living now 
than they had a dozen years ago. 

Influenza—This disease continues to spread and 
oculists report its manifestations in severe and painful 
inflammation of the eyes. Dr. Wynekoop, of the City 
Laboratory, first identified the influenza germ, about 
four years ago, as the cause of the malady known to 
the laity as “pink eye.” Once recognized, it is easily 
and promptly cut short by appropriate antiseptic treat- 
ment, As it is highly contagious, medical attention 
should be secured as soon as possible. 

Children’s Hospital Society.—At a recent meeting 
of this Society the objects of the organization were 
explained by Drs. Billings, Abt, Henrotin, Engelmann 





and Christopher. Dr. Fernand Henrotin was appointed’ 


Chairman of the Advisory Committee, and Dr. Isaac 
A. Abt, Chairman of the Medical and Visiting Com- 
mittee. Instead of building a separate hospital it was 
decided to create an endowment fund to enlarge and 
improve the hospital facilities already existing for the 
care of sick children and to coordinate the various 
philanthropic interests involved. 


CANADA. 


Annual Meeting Montreal General Hospital.—At 
the annual meeting of the corporation of the Montreal 
General Hospital, held last week, it was stated that not 
less than 2,878 indoor patients were treated in that in- 
stitution during 1902, while in the outdoor departments 
the consultations numbered 31,993. Dr. F. G. Finley, 
the secretary, read the financial report which showed 
that receipts had totalled $87,439, and the expenditure 
$99,967, an excess of expenditure over receipts of $12,- 
528. The endowment fund has grown in the year from 
$37,500 to $43,500. Fifty-five more patients were treated 
in the wards than in 1901. Of the total number treated 
in the wards, 166 were in the hospital at the beginning 
of the year, 2,894 were admitted during the twelve 
months, and 184 remained in the hospital on Dec. 31, 
1902. There were discharged from the hospital 2,652, 
and there died in the hospital 226. Of the latter 88 
died within three days of their admission. The mor- 
tality was 7.5 per cent., or 4.8, if the 88 were omitted. 
The average cost of patients per day was $1.49. Dr. 
F, G. Finley was reelected secretary. : 

Hospitals for Contagious Diseases in Montreal.— 
A deputation from the Royal Victoria, the General and 
Notre Dame Hospitals, Montreal, met in the Mayor’s 
chambers, City Hall, last week, to consider the recent 
Proposition of the City Council with regard to Notre 
Dame and one of the English hospitals taking care of 
the cases of infectious diseases arising in the city among 
the French and English sections of the population re- 
spectively. The authorities of the General and the 
Royal Victoria hospitals submitted the proposition that 
these two hospitals should erect conjointly a hospital 
to be known as the Alexandra hospital, which might be 
either erected within or without the city limits as was 
best deemed proper. As far as the English hospital 
Was concerned its promoters stated that there would be 
No distinction of creed or class in the patients admitted. 
This was considered satisfactory; and another meeting 
will be held shortly when Notre Dame will come for- 
ward with its scheme. 

— Western University at London, Ont., wants a 
gee Institute—A deputation from London, 
Cal eaded by Drs. Robert Ferguson and H. A. 
a mo scene waited on the Ontario Government 
in — : wd the ane of an Institute of Hygiene 
The “ange : the Western University in that city. 
build end bass. university is to have the government 

n an Institute of Hygiene, equipped 


with laboratories for the purpose of providing scientific 
facilities for the prevention and treatment of infectious 
and epidemic diseases. Their application was refused 
on the grounds that it would involve obligations which 
required time for investigation and consideration. It is 
the intention of the petitioners to prefer the application 
at a future date, as they claim the government should 
do something for Western Ontario, after the handsome 
manner in which it has assisted the Medical Depart- 
ment of Toronto University, and Queen’s University 
in the eastern section of the province by the establish- 
ment of the School of Mines at Kingston. 

McGill Graduates in British Columbia.—The an- 
nual meeting of the British Columbia Society of McGill 
graduates took place at Vancouver on Saturday, Feb. 
14, a large portion of the entire membership of 100 
being present. Dr. D. H. Harrison, Vancouver, the 
oldest graduate present (1864), was elected President 
and in expressing his acknowledgments said he felt as 
much pride in his Alma Mater as did the youngest 
graduate present. Dr. McGregor, Vancouver, the sec- 
retary and founder of the Society, was reelected Sec- 
retary; while Dr. Tunstall of Vancouver was elected 
treasurer, and Dr. G. H. Manchester, New Westminster, 
one of the vice-presidents. It is proposed to continue to 
offer the annual prize of $50, and an additional second 
prize of $25 for the first and second best matriculant 
each year from British Columbia. 

Personal.—Dr. Goldwin Howland, a graduate of 
Toronto University, has just been successful in receiv- 
ing the degree of M.R.C.P., in London, England. There 
are said to be only six other Canadians holding this 
degree. Dr. Howland is at present resident physician 
of the National. Hospital for the treatment of nervous 
diseases, and clinical assistant at the Hospital for Sick 
Children, Great Ormonde street, London. He will re- 
turn to Toronto shortly to commence practice. 

Obituary.—By the death on Feb. 16, of Surgeon 
Lieut.-Col. Caird Ryerson Maclean, Meaford, Ont., 
loses one of its prominent citizens. The late Dr. 
Maclean, who was in his sixty-sixth year, was gradu- 
ated from Queen’s University, Kingston, Ont., in 1859, 
having the previous year been graduated from the Uni- 
versity of New York. At the outbreak of the American 
Civil War he joined the Union Army as surgeon, and 
at the close thereof, returned to Meaford, where he 
continued in practice up to a year ago, when he was 
stricken with apoplexy, from which he at that time re- 
covered. A second attack supervened a few months 
ago, which finally culminated in his death. One son, 
Dr. J. Douglas Maclean, Sault Ste. Marie, Ont., sur- 


vives him. 
GENERAL. 

Third International Congress of Insurance Com- 
panies’ Physicians.—This Congress will meet in 
Paris, for the discussion of scientific questions con- 
nected with life insurance the third week in May, 1903. 

Medical Students in Germany.—For the first time 
ir. many years, official reports show a falling off in the 
number of medical students registered in the German 
universities. 

The Stethoscope.-—This is the title of a new Eng- 
lish journal to be devoted entirely to the study of 
the diagnosis and treatment of pulmonary tuberculosis. 
Dr. J. Robertson Wallace is to be its editor. 

Woman’s Medical College of Baltimore.—The 
twenty-first anniversary of the Woman’s Medical Col- 
lege was celebrated Saturday evening at the institution. 
The feature of the celebration was a paper on “The 
Study of Medicine,”. by Dr. Henry M. Hurd, of the 
Johns Hopkins Hospital. In the course of his paper 
Dr. Hurd commended the work of the college. Rev. 
Edward Huber, pastor of St. Matthew’s German Luth- 
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eran Church, offered prayer, and remarks were made 
by Dr. Richard H. Thomas, dean of the faculty. 

State Care of Insane in Maryland.—The seven- 
teenth annual report of the Maryland State Lunacy 
Commission, which has just been issued, deals in an 
interesting manner with the problem of State care of 
the insane and discusses the progress and the lack of 
progress made in Maryland. “The insane in Maryland,” 
the report states, “are cared for in four different classes 
of institutions—State and. city hospitals, courity asy- 
lums, county almshouses and private and corporate in- 
stitutions. It is a matter of congratulation that in very 
few of the county almshouses are to be found cases of 
acute insanity or cases requiring hospital care. At the 
same time it must be said that the accommodations for 
the chronic cases are in many instances wholly inade- 
quate. This is especially true as regards the negro in- 
sane. It is almost as illogical to send a case of acute 
insanity to a county hospital as it would be to send 
there an acute medical or surgical case. There can be 
no doubt of the fact that when the people of this State 
become fully alive to the great needs of the insane bet- 
ter conditions will prevail. This much may be said: 
The insane in Maryland are cared for as well as the 
facilities afforded permit. Spring Grove and Spring- 
field Hospitals are models of their kind, the former 
adapted to the care of the more acute cases, the latter 
for chronic cases. It is to be regretted that Bayview, the 
city asylum, is not dispensed with. It is manifestly 
improper to attempt to care for the city paupers and 
the city insane under the same management. Either 
the city should maintain‘a separate asylum for its in- 
sane, apart from the almshouse, or, what would be 
far better, acquiesce in the plan of State care. If the 
two State hospitals—Spring Grove and Springfield— 
were enlarged, the insaue of the State could be cared 
for in a far better manner and really at lower cost than 
under the present system.” After discussing at some 
length the question of county care the report states: 
“Without intending to make this criticism harsh, it 
must be said with all deference, that the worst feature 
in the care of the insane in our State is the county 
asylum. In the almshouses there are now very few 
cases that require hospital care. The majority of the 
insane in the almshouses are idiots and dements. In 
the county asylums, on the other hand, are many cases 
of acute and subacute insanity that demand careful 
treatment. It is simply impossible for any county to 
properly equip and conduct a hospital for the insane. 
There can be no doubt of the fact that there is a 
growing sentiment in this State for State care of the 
insane. Five or six counties send all their insane to 
the State institutions, and many other counties care 
for only a few demented cases. The time is ripe for 
the radical change from county to State care. At 
a recent meeting of the Medical and Chirurgical Faculty 
of Maryland the plan of State care was most heartily 
indorsed, and a committee was appointed to draft a 
suitable bill to be presented to the next legislature.” 


CORRESPONDENCE. 


NERVOUS DISEASE HOSPITAL. 

New York, Feb. 17, 1903. 
Commissioner of Charities, 
Foot of East Twenty-sixth Street, City. 


Honorable Homer Forks, 


Dear Sir: In reference to the proposed hospital for 
nervous diseases, the establishment of which I discussed 
with you the other day, I would submit for your con- 
sideration the following facts: 

Some ten years ago, when I was acting as an at- 
tending neurologist at the City Hospital and consult- 


“be collected together. 


ing neurologist to the Randall’s Island institutions, and 
at the same time familiar with the material at the Alms- 
house through Drs. Fisher and Bailey whose cases I 
often saw, it became evident to me that it would be 
a great advantage to have all classes of nervous diseases 
congregated together in one building, with a superin- 
tendent who understood neurology -at the head and 
young men interested in neurology as internes and the 
best neurologists of the city as attending physicians, 
There is no doubt in my mind that the patients would be 
better off, because their maladies would be more care- 
fully studied and treated than is possible under present 
conditions when they are scattered about in every ward 
of Bellevue and of the City Hospital, in the Alms- 
house Hospital, and at Randall’s Island. This enor- 
mous material would be of inestimable value for teach- 
ing purposes for students in all our colleges if it could 
At that time I estimated that 
there were some eight hundred cases of nervous dis- 
eases in these various departments. Probably this is a 
minimum figure. 

If some building on Blackwell’s Island could be set 
aside for this purpose, some renovations and additions 
could be made which would render it suitable for this 
category of cases. The new hospital would need an 
operating-room, hydrotherapeutic apparatus, an electri- 
cal room, photographic room, ophthalmoscopic room, 
mortuary and laboratories. 

The following kinds of nervous disease would be 
proper for admission to the proposed hospital: 

Locomotor ataxia, ataxic paraplegia, spastic paraple- 
gia, tumors of the spinal cord, spinal cord injuries, 
multiple sclerosis, syphilis of the brain and spinal cord, 
meningitis, cranial nerve paralysis, injuries to the brain, 
abscess of the brain, tumor of the brain, hemiplegia, 
cerebral paralysis of children, poliomyelitis, progressive 
muscular atrophies, neuritis, alcoholic multiple neuritis, 
epilepsy, hydrocephalus, myxedema, acromegaly, exoph- 
thalmic goiter, scleroderma, chorea, paralysis agitans, 
hysteria, neuralgia. 

In addition to this large separate hospital, which | 
think might be named “The New York City Hospital 
for Nervous Diseases,” there should be set aside at 
Bellevue Hospital one ward for each sex, to serve as 
a reception ward for nervous cases. From these wards 
the patients could be transferred to the “Hospital for 
Nervous Diseases,” as required. 

Very truly yours, 
FREDERICK PETERSON. 


OUR PARIS LETTER. 
(From:Our Special Correspondent.) 

Paris, France, February 4, 1903. 
ROTHSCHILD POLYCLINIC—BARLOW’S DISEASE IN FRANCE— 
ROBIN CRITICIZES BOUCHARD’S COMMUNICATION ‘TO THE 
CAIRO CONGRESS—DEATH OF PANAS AND VARNIER— 
LETULLE ON THE “ANATOMY OF THE PARIS HOSPITALS — 
HONORS FOR PROFESSOR BROUARDEL—TERRIER’S STATISTICS 
IN THE TREATMENT OF APPENDICITIS. 
A new polyclinic for the treatment of children’s dis- 
eases has been opened recently in one of the populous 
quarters of Paris. The funds for its construction were 
furnished by Dr. H. de Rothschild, a member of the 
wealthy family of that name. There are special sec- 
tions for ophthalmology, laryngology, radiology, af 

also two or three small wards containing a few be 
A library containing 10,000 volumes, chiefly on pediat- 
rics is attached to the establishment. The Minister of 

the Interior, Mr. Chaumié, was present at the inaugu 


ceremony. 4 
Dr. H. de Rothschild furnished a report on Barlows 








BTunP a Ws 





Fesrvary 28, 1903] 





TRANSACTIONS OF FOREIGN SOCIETIES. 421 








disease at a recent meeting of the Society of Obstetrics. 
This disease is very rare in France, or, at least, rarely 
recognized, as only 23 cases have so far been described. 
It is frequent in Germany, as many as eight or ten cases 
being seen yearly by Baginsky. According to the au- 
thor’s statements 400 cases have been reported in Amer- 
ica. Baginsky has sometimes seen it even when the 
child is fed at the breast. Dr. Tissier remarked that 
the disease was of alimentary origin, and was to be 
seen chiefly when sterilized milk was used or else pro- 
prietary foods. As raw milk causes death by diarrhea, 
it is impossible to begin using it again. Heating the 
milk several times or overheating is certainly a cause 
of change in milk. Professor Buclin, who has been 
the ardent advocate of sterilized milk, said he had never 
seen a case of Barlow’s disease, and that he felt that 
other causes besides the sterilization of milk were to 
be incriminated. Overfeeding might be a disturbing 
factor in some cases. 

Professor Bouchard’s communication to the Cairo 
Medical Congress has given rise to a claim from Dr. 
Robin in regard to the’ new methods used in therapeu- 
tics. Dr. Bouchard described his method of using small 
doses locally in rheumatic fever, for instance, by hypo- 
dermic injections, though it must be noted that he did 
not say he was the first to use this technic. Dr. Robin 
wrote a letter to the Presse Médicale, in which he de- 
clares that for the last seven years he has been follow- 
ing out this method, and had described it in his treatise 
on Diseases of the Stomach. 

The Fatulty of Medicine of Paris has lost two im- 
portant men during the last month, Panas and Varnier. 
Panas was a Greek, born in Cephalonia in 1831, but 


he was brought to Paris when he was still a child, and : 


when he began to study medicine he had himself nat- 
uralized. He obtained the position of house surgeon 
when he was 23, with such men as Peter, Luton, Le- 
corché, Fournier, Marcy. Ten years later he became 
professor agrégé, and surgeon of the hospitals. After 
the Franco-German war, specialties were looked upon 
with more favor in France, and Panas taught ophthal- 
mology at the Faculty. “His lessons on strabismus were 
published in 1873, on keratitis in 1876, on the lacrymal 
apparatus in 1877, and in 1878 on retinitis. In 1878 the 
chair of clinical ophthalmology was established at the 
Hotel Dieu, Panas being its first occupant. Varnier 
died when he was still relatively young, as the result 
of an attack of, influenza, which he suffered from a 
year ago. He was house surgeon when 23 years old, 
and obstetrician of the hospitals when he was 35 years 
old. As the pupil of Pinard, he was able to do ex- 
cellent work and his principal work, “Introduction to 
the Clinical Study and the Practice of Midwifery,” was 
published with Farabeuf. Another work, “Everyday 
Obstetrics,” published recently, is up-to-date and pro- 
fusely illustrated. 

Dr. Letulle, the chief physician of the Boucicault Hos- 
pital, has recently published an article on the “Au- 
tonomy of Paris Hospitals,” in the Presse Médicale. 
Until now the hospitals have been placed under a cen- 
tral management, and they have been obliged to sub- 
mit to the same rules. All financial affairs were con- 
trolled by the director of the Assistance Publique, and 
the director of the hospital is purely an employe. Dr. 
Letulle would prefer the English system, where there 
is a board of trustees, and where the physicians of the 
hospitals may have something to say as to the manage- 
ment of the institution. 

Professor Brouardel, former dean of the Faculty of 
Medicine, has recently been named grand officer of the 
order of the Legion of Honor, and the ceremony fol- 

wed out in such cases was chosen as a means of testi- 
& publicly to Dr. Browardel the esteem which his 





works have brought him. The ceremony took place in 
the amphitheater of the Faculty of Medicine, and the 
Minister of Public Instruction, Chaumié, was present 
as well as other functionaries, such as the vice-rector 
of the Academy, Liard, the present dean, Debove, and 
many others. The first speech was by a pupil of Brou- 
ardel, Professor Gilbert, who showed how his master 
had successively sacrificed the laboratory, his patients 
and his rest, so as to fulfil the duties demanded by the 
State as hygienist and doctor of legal medicine. Since 
he has ceased to be dean, Dr. Brouardel has occupied . 
himself more especially with the means which are being 
employed to suppress consumption, and Chaumié spoke 
most feelingly of this at, the close of his discourse. 

At a recent meeting of the Society of Surgery Dr. 
Terrier, the celebrated French surgeon, furnished his 
hospital statistics in the treatment of appendicitis dur- 
ing the period of 1900 to 1903. Thirty-nine urgency 
operations were performed with four deaths, or 10.25 
per cent.; 17 operations were done a chaud with one 
death, or 5.88 per cent.; 61 were done a froid, with 
only one death, or 1.80 per cent. This makes 117 opera- 
tions for appendicitis with only six deaths, or 5.12 per 
cent. 


TRANSACTIONS OF FOREIGN SOCIETIES. 
French. 


ASSOCIATED NEOPLASMS—OBLITERATION OF THE URETHRA— 
LIPOMA OF THE SIGMOIBD COLON—UREMIC ULCEROUS DUO- 
DENITIS—CIRRHOSIS TERMINATED BY CURE, WITH A HIS- 
TOLOGICAL EXAMINATION OF THE LIVER—PATHOGENESIS 
OF TABES—TWO CASES OF FATAL POISONING WITH CAR- 
BON DIOXIDE WITH ANALYSIS OF THE BLOOD FOR THE GAS. 
M. Monon, at the Society of Surgery, Jan. 24, 1903, 

stated that he recently observed two cases of associated 

various forms of neoplasm. The first patient was a 

thirty-seven-year-old woman upon whom he had operated 

for a cyst of the ovary. During this interference, he 
noticed the presence of cqncomitant uterine fibroma. 

In addition, therefore, to an ovarectomy, he performed 

a hysterectomy of the supravaginal abdominal tube. 

The outcome of these procedures was perfect. His 

second patient was also a woman fifty-two years old in 

whom a diagnosis of fibroma of the uterus had been 
made. Upon opening the abdomen he found that there 
existed in reality a tumor of the left adnexum. The 
liberation of this growth was very difficult, and necessi- 
tated the resection of the sigmoid colon for a length of 
15 cm. From this woman, as from the last, he removed 
the uterus, and in the same manner. Histological 
examination demonstrated the fact that the cavity of 
the uterus had been invaded by an epithelioma, and that: 
the extra-uterine mass was a sarcoma. These two 
facts prove what he has previously claimed, that the 
removal of the uterus augments only to a small degree 
the gravity of an intervention whose principal purpose 
is the extirpation of a tumor in the adnexum. He 
therefore utters the dictum that it is wise to perform 

a hysterectomy whenever this operation will have an 

advantage for the patient. 

M. Pazy, at the same session of the Surgical Society, 
presented a communication on behalf of M. Bonnet, a 
military surgeon, upon a subject of considerable im- 
portance, about which the society had asked for a de- 
tailed report. It consisted of an example of oblitera- 
tion of the urethra by a congenital valvule, which was 
successfully treated by external urethrotomy. This 
valvule was situated in the region of the bulbus ureth- 
re, not far from the membranous portion. It was re- 
sected and the canal sutured with catgut. Union of 
parts was without incident. Very soon micturition was 
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performed in a perfectly normal manner. The functional 
result has remained excellent up to the present time, 
although it is several months since the time of the inter- 
vention. 

M. Matapert, of Poitiers, presented to this Society, 
at the same meeting, the history of a case of lipoma of 
the sigmoid colon which had developed in one of the 
appendices epiploice, and was removed successfully from 
a thirty-eight-year-old woman. The mass weighed more 
than six kilograms. There seems to be no other record 
in medical literature of a lipoma of such proportions 
in this situation in the body. 

Barrit, at the Medical Society of the Hospitals, Jan. 
16, 1903, presented a contribution concerning a man, 
fifty-four years old, an alcoholic and syphilitic, present- 
ing all the signs of a chronic nephritis, who was seized, 
during the course of a uremic crisis of a dyspneic 
form, with diarrhea, copious hemorrhage from the in- 
testines, and finally convulsions, followed by coma and 
death. M. Delannay was the collaborator of M. Barrit. 
The autopsy showed granular kidneys, enlarged kid- 
neys and hypertrophied heart, with traces of an uremic 
pericarditis, which had been suspected during life, and 
finally, widespread thickening of the arachnoid mem- 
brane, which was not localized in any special part of the 
brain. The stomach was sound, but, on the contrary, the 
intestine was filled with dark-colored blood, and the 
duodenum was the seat of four small oval ulcers, its 
sharp edge surrounded by a hemorrhagic zone. The 
ulcerous duodenitis of hemorrhagic origin is a rare af- 
fection; only twenty cases appear to have been pub- 
lished up to the present time. These ulcers may de- 
stroy the mucous membrane in all its layers, invade the 
muscular tunic, and finally the serous layer of the duo- 
denum, after which they give rise to peritonitis by per- 
foration. They may also invade the pancreas, the biliary 
bladder or gall-bladder and common bile duct, and like- 
wise the cystic and hepatic ducts, the gastro, the pancre- 
atic and duodenal arteries. They thus determine ovarian 
hemorrhage. Clinically, ulcerating duodenitis some- 
times shows itself by signs of acute peritonitis with 
perforation, sometimes by epigastric pains with radia- 
tion into the lymphatic region, with vomiting and with 
diarrhea, and with other intestinal symptoms. Its most 
common sign, however, is tarry stools. The patho- 
genesis of duodenal ulceration of uremic origin is still 
very little elucidated. The one point that appears to be 
well established is that during the course of a renal in- 
sufficiency, there are created supplementary avenues of 
elimination of the urinary poisons. One might there- 
fore admit that the intestine and perhaps the duodenum 
constitutes one of these avenues of elimination, and one 
might infer that the ulceration process in this latter 
organ is the direct result of these poisons acting on 
its walls. 

M. Apert communicated an observation of a forty- 
four-year-old man addicted to the daily use of alcohol 
for many years to the limit of four quarts of wine a 
day. Entered the hospital with all signs of cirrhosis 
of the liver, including a considerable ascites, collateral 
circulation, mild degree of jaundice, etc. Under the 
influence of an absolute milk diet, the condition of this 
patient was not improved. The cure appeared to be 
complete after two punctures, because the ascites did 
not return. Six months later the patient died of ery- 
sipelas. An examination of the liver was made, and 
showed considerable thickening of Glisson’s capsule 
and a cirrhosis which did not differ, to the naked eye, 
from the fatal forms of the disease. With the micro- 
scope were noted, in addition to the points of degenera- 
tion described by Kahn, a considerable vascularization 
in the points of sclerosis around the nodules, and a 


dilatation almost angiomatous in type, of the capillaries 
in certain nodules. This arrangement of the tissye 
appears to explain why the portal circulation was suc- 
cessfully reestablished, although the sclerosis persisted, 

M. GurLiian exhibited, in the name of M. Marie 
and himself a number of drawings and preparations of 
the spinal cord, which proved that in tabes dorsalis, if 
the lesion especially affect the posterior columns and ° 
the posterior routes, they are divided, and do not show 
a radicular type. These lesions of posterior columns, 
moreover, are superimposed upon alterations which 
are exclusively localized in the pia mater posterior, Com- 
paring these anatomopathological facts with the inva- 
sion of the lymphatic system and the anterior columns 
on the one side and the posterior columns on the other 
side, these authorities draw the conclusion that tabes 
dorsalis is a syphilitic infection of the lymphatic system 
of the posterior column of the cord.: 

M. La CassacmE, Martin and Licoux, at the Society 
of Biology, Jan. 17, 1903, read the history of a case of 
fatal coal-gas poisoning, with analysis of the blood. A 
woman, sixty-three years old, was found dead at the 
foot of her bed Nov. 27. A Sister of Charity, aged 
forty-five years, went to watch over the body on Nov. 
29, between 10 and 11 o'clock in the morning, and was 
found dead that afternoon about 3 o’clock. An autopsy 
was held on both these cadavers the following dav. 
It was noticed that the body of the Sister of Charity 
showed all the symptoms of poisoning by carbon mon- 
oxide, namely, rose-colored blotches scattered, over the 
body, a red decubitus, red blotches in all the mucous 
membranes, blood dark, and rose-hued injection and 
staining of the intestines and relaxation of the sphincter. 
Her heart was not filled with blood-clots. In the ca- 
daver of the older woman the mucous membranes were 
pale and did not present blotches, and the skin was not 
the seat of any eruption. 

The decubitus was violaceous, and the blood was dark- 
colored. The heart contained two large clots. There 
was, however, a very marked atheroma of the arteries 
of the sigmoid valves, of the columnar arteries, and 
of the sclerosis of the kidneys. Analysis of the blood 
for gas showed that the blood of the first cadaver con- 
tained 13.8 per cent. carbon monoxide, and that of the 
second cadaver contained 17.7 per cent. The respiratory 
capacity, namely, the volume of oxygen which 100 c.c. 
of blood were able to absorb was 88 per cent. The 
first conclusions drawn from these findings is that the 
blood may be oxycarbonated without there appearing 
in the cadaver characteristic signs of poisoning by 
carbon monoxide. The second conclusion is that a 
person in’ perfect health may succumb to carbon mon- 
oxide. Blood which contained 17.7 per cent. of the gas 
was still able to absorb 8.8 per cent of oxygen. In other 
words, a preparation of the hemoglobin, 8.8 in 26 was 
still able to absorb oxygen. This is a fact of great im- 
portance, because in this degree of intoxication neither 
the rabbit nor the dog will die. 


SOCIETY PROCEEDINGS. 


THE NEW YORK ACADEMY OF MEDICINE. 
SEcTION ON GENITO-URINARY SURGERY. 
Stated Meeting, held January 21, 1903. 
John Van der Poel, M.D., Chairman. 
Nephrectomy for Tuberculosis; Two Cases.—Dr. 
F. Tilden Brown said that in the printed reports of the 
transactions of the last meeting of this section, his 


criticism of the method,employed by a former s 
for ascertaining the condition of a presumably healthy 
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kidney before operating on the one diseased was made 
to read “differentiation of the kidneys,” while what he 
said was differentiation of the urines by ureter cathe- 
terization. In showing the present cases of renal tu- 
Dberculosis attention was called to what was exceptional 
in his experience, namely: that despite many careful 
examinations tubercle bacilli were not found in the 
urine. And this positive confirmation of the presumed 
diagnosis was only gained upon examination of the re- 
moved kidney in one case and in the other upon ex- 
amination of the curettings secured at the time of the 
nephrotomy, although both the clinical manifestations, 
together with the results of ureter catheterization, 
made the diagnosis strongly presumptive. In one case 
the rapid transformation from a state of prolonged in- 
validism and emaciation to that of robust active indi- 
viduality must seemingly be ascribed to the nephrec- 
tomy, while in the other was noted the comparative 
anomaly of a person very ill before and barely sur- 
viving a hasty nephrotomy now presenting in what she 
claimed to be a satisfactory state of health despite the 
presence of two enlarged and presumably tuberculous 
kidneys, and in whose urine tubercle bacilli can readily 
be found at any examination. It was difficult to see 
here how the very marked improvement under the cir- 
cumstances could be ascribed to an operation which at 
the time could not but be considered as wholly inade- 
quate. When this patient begins to fail again it will 
not be easy to decide what sort, if any, aid can be of- 
fered by surgery. Both cases illustrated well the prog- 
ress in chronic renal tuberculosis, which was generally 
not a steady advancement, but a succession of exacer- 


bations and periods of latency. It was not to be over- | 


looked that the individual exacerbations may be so 
slight that the disease was not even suspected until 
the advanced stages were reached, and even then the 
bladder symptoms were so much more in evidence that 
the kidney was overlooked. Even in the latent periods 
some sudden tuberculous crisis may involve other re- 
gions by blood dissemination and cause death. 

Case I.—Married woman, twenty-six years old, Amer- 
ican. He had sent to Presbyterian Hospital July 12, 
1902. Discharged improved Sept. 20, 1902. This pa- 
tient had a tumor-in the right umbilico-lumbar region, 


‘which was thought to be a kidney. She was at this 


time so weak that her ability to come to his office caused 
surprise. Family history was negative. Personal his- 
tory: Had always been healthy as a child, and when 
married, four years ago, weighed 160 pounds and had 
ted cheeks. Considered herself well up to one year 
ago, when she began to have attacks of sharp pains 
in the right side. These were thought to be caused 
by pleurisy, as there was a slight cough without ex- 
pectoration. There was also undue frequency of urina- 
tion, but no attention was paid to it, as a habit of this 
sort had existed for some years. Now she began to 
lose flesh and strength and was sent to the country, 
but did not improve. Three months ago the frequency 
with which she had to urinate, both night and day, 
became quite noticeable. The right side pains were 
more severe and a fulness was noticed in the right side 
of abdomen. She felt feverish in the afternoon, per- 
spired freely at night and has grown very weak. Tu- 
berculosis of the right kidney was suspected and she 
was sent to his service in the Presbyterian Hospital 
for further examination. Heart action irregular; pulse 
of poor force and quality; abdomen rather prominent, 
muscles rigid, especially in right hypochondrium, where 
by bimanual palpation a considerable mass could be in- 
distinctly felt. Left kidney cannot be definitely made 
out. Cystoscopy showed the bladder walls coated with 
muco pus, especially at bases and about right ureter 





mouth, parts of which could be seen to be swollen and 
almost ulcerous. Synchronous catheterization of the 
ureters resulted in no flow from the right side. On 
withdrawal, the catheter was found blocked with muco- 
pus, microscopic smears prepared from which showed 
many pus cells, no tubercle bacilli and a fair number 
of cocci. The urine from left side looked fairly weli 
to gross inspection, but report showed it to be acid. 
Sp. gr., 1.020; albumin, heavy trace; urea, two per 
cent.; indican, considerable; good many pus cells and 
quite numerous hyaline granular and epithelial casts. 


Blood examination: Leucocytes, 17,800; red blood . 


cells, 3,550,000; temperature ranged between 100° F, 
to 103° F.; pulse, 105 to 120. Operation, August 22. 
Gas and Ether. Transverse incision below twelfth rib. 
Kidney found much enlarged, the adipose capsule con- 
verted into a fibrous one of such dense consistency and 
so intimately adherent to peritoneum and other sur- 
roundings that eneucleation for nephrectomy was 
deemed too hazardous for the patient’s lowered vitality 
to endure; nephrotomy substituted. Three separate 
pockets were opened containing several ounces cach of 
a thick, yellow, odorless pus. A curette was used to 
secure some of the renal: tissue which gave positive 
evidence of tuberculosis, while cultures from the pus 
afforded diplococci answering to Diplococcus lanceola- 
tus. Drainage was provided for and the patient put to 
bed in a very weak state. For a week it was doubtful 
whether she would live. The discharge from the kid- 
ney -was copious, all preexisting pain was _ relieved. 
Gradually the patient began to gain strength. The ab- 
domen was now less tense and it was easy to palpate, 
an enlarged and somewhat prolapsed left kidney, some- 
what tender. One month after operation patient had 
improved enough to sit up, and at the end of another 
month she was able to be moved to the country. At 
this time she was voiding twenty-four ounces of urine, 
in the sediment of which tubercle bacilli were never 
found. Sp. gr. 1.010-1.020, reaction acid, three per cent. 
pus; albumin, a moderate trace at time of discharge 
and no casts. Kidney sinus still discharging. In Sulli- 
van County, N. Y., she gained gradually in strength 
and weight and returned to New York after two months, 
claiming that she felt well and strong. She gained 
nearly thirty pounds. Despite her protestations of 
health, and the fact that urine is not voided oftener 
than every three hours, every specimen affords easy op- 
portunities to discover tubercle bacilli. 

Case II.—Woman, forty-three years old, widow, twice 
married. Admitted to Presbyterian Hospital July 26, 
1902. On admission she was emaciated and anemic; 
weight, 83 pounds. Discharged cured Sept. 16. Com- 
plained of vesical discomfort, frequent urination and 
pain in the left umbilical and lumbar regions, especially 
when in erect posture, sharply radiating to the left 
groin and thigh. Family history negative, except for 
rheumatism, and father died of some renal trouble. 
Personal history: Good health as child, menstruated 
at fifteen, married at 17. Two children born, both died 
of lung trouble after a few months. Husband died of 
consumption after four years. Two years later patient 
had a left pneumonia; good recovery. When thirty- 
two years old, married a second time; one year later 
had miscarriage; a severe pelvic peritonitis and cystitis 
followed; a year later another miscarriage, and shortly 
after her husband died of complicated diseases, but al- 
coholism principally. Patient had never suspected that 
husband was a syphilitic, but facts now elicited strongly 
suggest that he was. At this time, 1891, patient was in, 
poor general health; but she gradually picked up and 
seemed well until three years ago, when bladder irrita- 
bility and frequency of urination gave trouble; about 
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the same time a bad cough appeared, the latter was 
cured ‘with cod-liver oil. Six months later, during the 
autumn,the bladder was bad enough to require irriga- 
tions.. Now, a severe attack of anorexia and vomiting 
lasting five weeks came on, and she was reduced to 
74 pounds, during this period the vesical irritability 
was in abeyance, vomiting ceased for two weeks, then 
recurred, and this time associated with diarrhea. Now 
patient entered one of the city hospitals, from which the 
following abbreviated report was obtained: “Vomiting 
usually occurs soon after eating. There is a tendency 
to numbness in feet and legs, some difficulty in walking, 
due to weakness. Since admission a rash noted on arms 
and hands, some itching. Vision good. No girdle sen- 
sation, no anesthesia; slight incoordination of arms. 
Knee-jerks absent. Some abdominal tenderness; right 
kidney palpable. Afternoon temperature 100° or 101° F. 
Five examinations of blood: Leucocytosis varied from 
13,500 to 19,000. Urine examination: Sp. gr., 1.012; 
acid, trace of albumin; no tubercle bacilli found. Diag- 
nosis: Locomotor ataxia. Complications: Acute gas- 
tritis, cystitis.’ After four weeks’ treatment, much 
improved, and went home. One month later bladder 
trouble returned, when she was referred to Dr. Brown’s 
service in Presbyterian Hospital, when physical ex- 
aminations showed a slight cystolic murmur. Normal 
lungs. Moderate ptosis of liver and right kidney. In 
the left side there was a mass filling the iliocostal space. 
Just to left of median line and from tip of ninth rib 
to one inch above umbilical level. The mass was nodu- 
lar, and very hard, and was tender. Percussion note 
flat, beyond the nodular portion the mass was smooth, 
elastic and extended two inches below level of umbili- 


cus. Seemed to descend slightly with deep inspiration. . 


Vaginal examination negative. 

Urinary analysis corresponded closely with that al- 
ready quoted from report of her previous hospital; no 
tubercle bacilli were found. Leucocytosis was also 
about the same, 14,000, and the varieties of different 
blood cells were present in normal percentages. Cysto- 
scopic examination showed edema and congestion of 
the bladder base. The normal position for left ureter 
opening was so covered with adherent muco-pus as to 
prevent catheterization. The urine from the right ureter 
was clear and to macroscopic appearances normal. Mi- 
croscopically it showed a few hyaline casts. No leuco- 
cytes. Chemically a slight trace of albumin. Culture 
of this urine gave no growth. Culture of the bladder 
urine gave a large coccus, probably Micrococcus uree. 
A radiograph showed no shadow in left lumbar region. 

Diagnosis: Tumor implicating the left kidney, prob- 
ably tuberculous. On August 2, under gas and ether 
anesthesia, left nephrectomy was performed. A vertical 
incision along outer border of left rectus was first made 
to permit of digital exploration, but without opening 
the peritoneum, as was anticipated; the tumor was 
found to be retroperitoneal. A right-angled incision 
was then extended along costal margin to erector spine 
muscle. The kidney was firmly adherent about its up- 
per pole. A cavity was here broken into containing 
several ounces of thick, odorless pus. The tissues mak- 
ing up the pedicle were so thickened and indurated that 
the heavy catgut ligature was supplemented by a clamp 
left on for 36 hours. The cavity was washed with salt 
solution, and lightly gauze-packed. Most of wound 
closed in layers. Patient was in good condition 
throughout operation. No growth obtained from cul- 
ture of pus in kidney. 

Pathologist’s reports of kidney: Pelvis and calices 
much dilated. Lining of cavities rough and pink. with 
numerous yellow specks. Renal tissue thinned to % 
to % inch thick. Small cheesy purulent foci present. 


Outer surface fairly smooth, pale with. petechial specks, 
Microscopical Examination: Tuberculous inflamma. 
tion; giant cells abundant; some tubercle tissue; some 
small irregular necrotic areas surrounded by radial 
nuclei; much small-celled infiltration. 

For two days after operation, nausea and vomiting 
were constant, but pulse excellent. Temperature, 99° 
F. to 102° F. On sixth day temperature fell to normal; 
pulse, 74 to 80. No pus in wound dressings, only a 
serosanguineous moisture. Patient improved rapidly.. 
Tenth day small remaining wound, closed by secondary 
suture, healing primarily. Patient up on nineteenth 
day and discharged on thirtieth. Very rapid gain in 
strength and weight. She now Weighs 40 pounds more 
than at time of operation. The urine is now normal. 
and passed at normal intervals. 

Renal Calculus with Radiograph—Dr. F. Tilden 
Brown presented an excellent skiagraph showing a 
small renal stone, consisting of oxalate of lime, weigh- 
ing a scant ten grains. The picture was taken by Mr. 
Caldwell, of the University and Bellevue Hospital Med- 
ical school. The stone was removed a week ago, and 


* the speaker would defer remarks until showing the pa- 


tient at a later meeting. 

Dr. Alexander B. Johnson spoke of the detection 
of renal calculi by means of the X-ray. He had in- 
terested himself in this matter to a considerable extent, 
and said that he was always glad to know that a suc- 
cessful diagnosis had been made by this means. Ex- 
cept in extremely rare cases, when the stone can actually 
be palpated through the abdominal wall or where two 
or more stones in the kidney can be felt to grate upon 
one another, there is no absolutely positive means of 
detecting the presence of a renal calculus other than 
by the use of the X-rays. There was a very general 
impression prevailing that a very large proportion of 
primary kidney stones, i.e., stones occurring in kidneys 
previously healthy were composed of uric acid or of 
uric acid salts. As a matter of fact he believed that 
this impression was not entirely correct. It was quite 
true that uric acid and uric acid salts were common 
ingredients of kidney stones, and often formed the larg- 
est proportion of the material of which kidney stones 
were composed, but usually other ingredients existed 
in these stones, viz., oxalate of lime and phosphates 
of the alkaline earths. Last year he had had more 
than 25 stones, most of them kidney stones, subjected 
to chemical analysis. He had collected these stones 
from various sources, and had selected for the most 
part those supposed to consist of uric acid and urates. 
He was surprised to find that with one exception these 
stones, although containing a large proportion of uric 
acid and its salts, contained also oxalate of lime or 
phosphates to the extent of 10 per cent. or more. The 
solitary stone which consisted of uric acid only was 
a very large vesical calculus, obtained from one of the 
hospital museums. The practical bearing of these facts 
upon the diagnosis of kidney stones by means of the 
X-rays he considered important. As was well known, 
stones consisting of oxalate of lime or phosphates are 
penetrated with difficulty by the X-rays, and therefore 
cast strong shadows upon a photographic plate, whereas, 
uric acid is much more easily penetrable and casts faint 
shadows. The urates cast stronger shadows than uric 
acid, but less strong than the oxalates and phosphates. 
Whether it was possible to detect a pure uric acid cal- 
culus in the kidney by means of the X-ray, he had been 
unable certainly to determine. 

While experimenting with kidney, bladder and other 
stones, comparing their penetrability by the X-ray, he 
also made ‘comparisons between the penetrability of 
uric acid stones and biliary calculi. He found that pure 
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uric acid masses compared with biliary calculi of the 
same thickness cast shadows hardly to be distinguished 
in density one from the other. . 

As is very well known biliary calculi cast such faint 
shadows that their presence has only very rarely been 
detected by means of the X-rays. Oxalate of lime 
stones may usually be detected in the kidney and ureter 
by means of the X-rays, even in stout individuals, when 
the. apparatus used is of good quality and in perfect 
working order. It.is often necessary, however, to take 
several radiographs of the individual and to compare 
them. 

In regard to the limit of size of an oxalate of lime 
stone, capable of being detected by means of the X-rays 
he said that in the case of a young woman of rather 
slender physique he had been able to detect the shadow 
of two stones situated, the one in the pelvis of the 
kidney and the other in the upper end of the ureter. 
These stones had each of them an oxalate of lime 
nucleus surrounded by ,a layer of uric acid. The larger 
of the two stones weighed about 20 grains. The smaller 
one weighed .75 of a grain. The shadows upon the 
plate were quite distinct. He referred to another in- 
stance of a man quite well nourished, in whom he was 
able to detect an oxalate of lime stone weighing a little 
more than one grain. The shadow of this stone oc- 
curred in the line of the ureter within three inches of 
the ureteral opening into the bladder. He had been 
able to see the shadow of this stone upon three sep- 


arate plates taken at intervals of several weeks. Each- 


successive picture showed the shadow of the stone at 
a lower point in the ureter. Soon after the last pic- 
ture was taken this patient had a severe attack of pain. 
The pain ceased suddenly and within a day or two the 
stone was passed per urethram. 

The difficulties in the way of making the diagnosis 
of kidney stone by means of the X-ray, he thought, 
were not generally appreciated by the medical pro- 


fession. In order to take successful pictures of kidney | 


stones very good apparatus was necessary, and all parts 
of it must be in perfect working order. Very large and 
expensive X-ray tubes were needed, and in his experi- 
ence such tubes could only be used a very few times 
for this purpose. -After two, or at the most three pic- 
tures had been taken with one tube, it seemed to lose 
its defining power in some way he did not understand, 
and efforts to take kidney-stone pictures with tubes al- 
ready used several times for this purpose had resulted 
uniformly in failure. The expense, therefore, of mak- 
ing these pictures was, in his experience, very great. 
If long exposures or repeated exposures were made 
there was risk of burning the patient. He did not 
think one was justified in making more than one picture 
without an interval of ten days between the exposures. 

Dr. Thomas H. Manley. was especially struck with 
the difficulties attending diagnosis in these conditions 
as shown by the various.reports made by the speakers 
who preceded him. He was reminded of an operation 
performed about one year ago. The patient had had a 
fulness upon the right side coming on suddenly with- 
out any urinary symptoms. The cystoscopic examina- 
tion gave negative results. Doubtful symptoms were 
referred to the right groin low down. Everything was 
tried in making a diagnosis except one not mentioned. 
In this instance there were extensive adhesions and 
the organ was firmly fixed. Thinking he had a new 
growth to deal with he cut down upon the organ and 
found nothing but a large pocket of pus in a remnant 
of kidney. The ureter had been entirely obliterated. A 
simple puncture with the exploratory-needle would have 


established the true character «f the mass in the be- 
ginning. : 


Renal Calculus—Dr. J. A. Bodine presented a 
specimen of renal calculus which had been removed 
four weeks ago from a man, fifty-five years of age. The 
history of his illness ran through a period of eight 
years; at the beginning of this period he began to have 
a dull, aching pain in his loin. During the first year 
he had one distinct attack of renal colic, and passed 
some gravel. The dull pain in the loin, while always 
present, at times was characterized by an acute exacer- 
bation, which required opiates and rest in bed for re- 
lief. After a year the acute exacerbations lessened in 
frequency and severity, but the dull grinding pain con- 
tinued. The patient, during the last five or six years, 
was frequently compelled to quit his station at the steer- 
ing wheel of a steamer, during which times he found 
that he could ease the pain by lying down, placing 
his head lower than his feet. At no time was there 
any increased frequency of micturition, pain referable 
to the bladder, or any blood or pus in the urine. There 
was no fever, sweats, or signs of sepsis. During this 
time he was treated by a number of physicians. Fre- 
quent examinations of urine were made, and his physi- 
cians treated him for chronic Bright’s disease. 

About a year ago stone was suspected, and he was 
referred to Dr. Johnson for a radiograph. The negative . 
was interpreted by Dr. Johnson as showing stone in the 
right kidney. At the time of operation his urine was 
normal in every respect, with the exception of a few 
blood cells under the microscope. There were no ob- 
jective symptoms, the only subjective one was that of 
pain. The clinical history plus the assurance of the 
radiograph determined the operation. The kidney was 
delivered through an incision in the loin, and the stone 
could be felt lying loose in the pelvis. The gross .ap- 
pearance of the kidney was in every way healthy, pos- 
sibly there was some accentuation in lobulation. An 
incision was made through the, parenchyma along the 
convex surface, sufficiently large to admit introduction 
of the fingers for removal of the stone. This situation 
was decided on in preference to an incision into the 
pelvis, as it was believed to offer less liability of an 
urinary fistula. A bougie was introduced through the 
incision in the kidney and passed down the ureter into 
the bladder, showing that no stone obstructed the uri- 
nary outlet. The kidney was replaced and a piece of 
gauze brought out at the angle of the incision for drain- 
age; the rest of the wound was sutured. The con- 
valescence of the patient was as smooth as that follow- 
ing an interval appendicitis. In two weeks he was out 
of bed; in three weeks his wound was entirely healed. 

This case was a beautiful example of a primary stone, 
without any traces of septic infection induced by its 
presence in the kidney. There were no signs of pye- 
litis, or congestion, yet the stone had existed there for 
seven or eight years. The shape of the stone was ex- 
actly right to act as a ball and socket valve, and it was 
too large to cause anuria by engaging in the ureteral 
orifice. No doubt, when the patient lay down and low- 
ered his head, the stone fell away from the ureteral 
orifice, and thus eased the pain. Again, in the history 
of this case, it was noted that in the earlier years when 
the ‘stone was-smaller the acute attacks of pain were 
much more severe than in later years, when it had 
grown to its present size. This bore out the statement 
that the pain or danger in primary stone was in in- 
verse ratio to its ‘size. 

An ‘effort was made to obtain a chemical analysis of 
this stone, but the chemist reported that he could not 
furnish it. He was. quite sure, however, that it was 
neither uric acid nor oxalate of lime, nor phosphatic 
concretions. Suggestions as to the real contents were 
solicited from the members. Sir Henry Thompson held 
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that nineteen out of every twenty primary calculi were _ 


uric' acid and the other one was oxalate of lime. 

Exhibition of Specimens and Cases.—Dr. Charles 
H. Chetwood exhibited. two pathological specimens of 
pus kidney. 

Case I.—J. R., aged twenty-seven years. The pa- 
tient’s principal complaint on entering the hospital, Jan. 
6, 1902, was severe. pain in the right side. His urine 
was exceedingly purulent, his temperature 104° F.; he 
was tender in the right kidney region. The kidney 
could not be felt, but there was a large area of abnormal 
resistance in the kidney region. He gave a history of 
having suffered a severe strain while carrying a heavy 
trunk, soon after which he passed bloody urine and 
urinated with increased frequency. The pain in the 
side had persisted more or less ever since that time, 
which was four months before his admission to the 
hospital. He denied venereal disease. Examination 
for tubercle was negative. Lumbar nephrotomy was 
performed shortly after his entrance into the hospital. 
A large kidney abscess was found involving the pelvis 
and the renal parenchyma. At that time the pus was 
evacuated and the kidney drained. While his condi- 
tion improved temporarily as a result of the neph- 
rotomy, the subsequent condition of both wound and 
patient was unsatisfactory. Secondary nephrectomy 
was therefore performed two months later. Dr. Chet- 
wood had for exhibition the specimen which he said 
was interesting in that it showed complete obliteration 
of the pelvis and occlusion of the ureter which had 
occurred since the primary operation. 

Pyonephrosis—The second specimen of pyone- 
phrosis was one that Dr. Chetwood regretted he had 
failed to discover before death. The patient was a man 
sixty-three years of age, with every symptom referable 
to bladder and urethra. He had complained of urinary 
difficulty for ten or twenty years and was obviously a 
prostatic. He had been under the treatment of his 
family doctor and had become accustomed to the use 
of the catheter which he employed systematically sev- 
eral times a day. Dr. Chetwood first saw him on the 
26th of November last, when he passed his water with 
great pain and difficulty every half hour day and night, 
sometimes requiring ten or fifteen minutes to complete 
the act; the stream was not projected. The residual 
urine was four or five ounces, exceedingly purulent, 
with most foul odor. His general condition was very 
bad; his pulse rapid and feeble; his tongue coated 
and dry; he was palpably septic. Dr. Chetwood had 
him prepared for perineal operation, with the object of 
affording drainage as rapidly as possible. After the 
perineum was opened a finger in the bladder deter- 
mined a small-sized prostatic growth and a great deal 
of contracture of the neck of the bladder. The bar 
was cut through, a drainage tube inserted and sys- 
tematic bladder washing instituted. ‘lhe patient died 
five days after the operation without manifesting any 
tendency to revive from his septicemic condition. 

Dr. Chetwood was fortunate enough to obtain the 
post-mortem specimens which were then exhibited. Ex- 
amination of them showed the very large pus sac 
formed by the dilated pelvis with very little kidney sub- 
stance remaining. This was evidently an ascending 
pyelitis resulting in pyonephrosis. 

Postoperative Nephrectomy.—Dr. Chetwood ex- 
hibited a case which he said was another example of 
secondary nephrectomy following nephrotomy for pyo- 
nephrosis—or rather multiple abscess of the kidney. 
The patient was referred to Dr. Chetwood with pos- 
sible renal calculus, although he had given no symp- 
toms of renal colic. At that time he passed urine 
densely mingled with pus of a most foul odor. A 


large and symmetrical tumor could be palpated ‘in the 
left kidney region. An oblique incision was made over 
this enlargement and a large quantity of pus of the 
same foul odor as that- contained in the urine evacy- 
ated. No attempt was made to remove the kidney at 
that time. Two months later Dr. Chetwood performed 
a secondary nephrectomy and with great difficulty suc- 
ceeded in removing what was left of the damaged or- 
gan. This specimen he did-not preserve, as it showed 
nothing and had to be removed somewhat piecemeal 
on account of the disorganized condition of the tissues. 
The patient was present and appeared to be in robust 
health. ‘ 

Dr. Charles H. Chetwood also showed this case, 
the history of which he had read at a previous 
meeting of the Section, the case being one of 
persistent hematuria of four years’ duration. - The 
laboratory urinary examination gave no evidence 
of any renal involvement. Cystoscopic examination, 
however, determined the blood to be of renal origin, 
small jets of blood being seen to emit from the right 
ureteral orifice. Exploratory nephrotomy was per- 
formed soon after the patient’s admission into the hos- 
pital; the kidney was exposed and gave no gross evi- 
dence of disease. A small infarct was felt on the an- 
terior surface near the pelvis, a portion of which was 
removed for pathological examination. As nothing 
further was found—the pelvis having been explored for 
stone—a small gauze drain was placed inside the pelvis 
and the lower pole of the kidney ‘supported by packing. 
The kidney was not decapsulated, but the true capsule 
was split from its upper to its lower pole along the 
convex border. The patient made a good recovery 
and, while he had passed blood incessantly, and in 
large quantities for four years previous, there had been 
no blood in the urine since the operation, except after 
withdrawal of the gauze packing from the kidney. 

Dr. Howard Lilienthal referred to one case of hema- 
turia in which the hemorrhage was so severe that it 
caused the death of the patient. The patient was sub- 
mitted to a cystoscopic examination which yielded no 
result because of the enormous amount of blood con- 
stantly filling the bladder. It was necessary to do a 
suprapubic cystotomy. The blood ‘was seen to come in 
spurts from the right ureter. A nephrotomy was per- 
formed on the right kidney, but nothing was found. 
The hemorrhage did: not cease. The kidney appeared 
to be normal. At last a bougie was introduced through 
the urethra into the ureter, and this seemed to check 
the hemorrhage, but the patient finally died of an acute 
anemia. A full and complete post-mortem failed to 
show anything which would account for the hemor- 
rhage. There was not found any ulceration or con- 
gestion. The bleeding probably came from the sub- 
stance of the kidney, which was affected by a mild form 
of diffuse nephritis. : 

Dr. F. Tilden Brown said that he had in connection 
with Dr. McBurney a similar experience as the one 
just related, in which the patient was in extremis from 
kidney bleeding. A nephrectomy was required to save 
the patient. A careful examination of the kidney by 
the best pathologists showed nothing further than a 
hemorrhagic pyelitis. There had been one similar but 
not nearly so severe attack about three years before. 
Renal calculus had then been diagnosed. At the sec- 
ond attack she was in the third month of pregnancy, 
and fortunately aborted three weeks after nephrectomy. 
Now nine years since the woman is in excellent health. 

Dr. Alexander B. Johnson said that, several years 
ago he saw a case of bleeding from both ureters. The 
woman had had some half dozen such attacks, quite se- 
vere, during the course of three or four years, 1.¢., the 
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urine becoming bloody. At the time she entered the 
hospital her urine was very bloody, and the patient 
was very anemic. Cystoscopic examination showed that 
the:blood came from both ureters, both being cathe- 
terized. At a subsequent time the kidneys were ex- 
posed and both were apparently normal. Nothing was 
done and the wound was closed. The woman remained 
in the hospital until the wound healed, bleeding from 
time to time. This finally ceased and she left the hos- 
pital and he had not heard of her since. 

Dr. Charles H. Chetwood referred to some of the 
points brought out in. his paper on “Some Facts in a 
Case of Hematuria,” which he had read before the Sec- 
tion, November 19. The case was pronounced one of 
essential hematuria. He had given, without benefit, 
the various internal remedies alleged to be efficacious 
in this condition. But after the operation the bleeding 
ceased promptly and had not returned. He believed 
that in most of the cases of so-called essential hema- 
turia a minor lesion of the kidney was present, although 
not discovered in the urine or in the pathological ex- 
amination of the kidney. 

Cystic Degeneration of Both Kidneys.—Dr. A. V. 
Moschcowitz presented two cases of anuria: Case I. 
The patient was forty-three years old, and was ad- 
mitted for the first time to Mt. Sinai Hospital, on Dr. 
Gerster’s service, ‘December 31, 1901. The patient gave 
the following history: During the past eight weeks he 
has had more or less trouble in urinating. One week 
prior to admission he was unable to pass his urine and 
his family physician removed by catheter about a quart 
of urine. He was fairly free of trouble for the next 
week when he again complained of trouble in voiding 
his urine. He again was catheterized, but this time 
no urine was found in the bladder and he was then 
admitted to the hospital. At this time of admission the 
bladder was absolutely empty. Upon examination a 
large mass was found occupying the region of the left 
kidney and a probable diagnosis ‘was made at that time 
of a calculous pyelonephritis upon the left side and a 
reflex anuria upon the right side. The patient was 
placed upon diuretics, hot packs, etc. As a result of 
this treatment he passed six ounces the first day, the next 
day, 128 ounces, the third day, 97 ounces; on the fourth 
day an epidemic of diphtheria broke out in the ward and 
the patient was discharged with instructions to return, 
should the trouble return. He was readmitted January 
II, with a history of having passed no urine for 18 
hours. The bladder was found to be empty. He was 
placed upon the same treatment as before but without 
result. Twenty hours after admission, his condition 
- becoming so serious, that» it was deemed best to do 
something for him. A nephrotomy was done on the 
left side, opening the kidney substance, and there 
were found three calculi in the pelvis of the kidney. 
Little hemorrhage attended the operation. The opera- 
_tion was done at 4 A.M., under a poor light. It was 
expected that improvement would follow, yet no urine 
appeared in the bladder and very little urine was se- 
creted into the dressing. Twelve hours later the pa- 
tient was brought to the operating room and with the 
Presumption that there was a calculous pyelonephritis 
on the left side and reflex suppression of urine on the 
other side, the right kidney was incised, a nephrotomy 
being done, both the capsule and the kidney parenchyma 
were incised, when the true nature of affairs was seen. 
There was a cystic degeneration of the right kidney. 
The kidney was incised ‘and drained. Some improve- 
ment followed, the patient passing a considerable quanti- 
ty of urine from both kidneys. Six days afterward the 
Patient died from uremia. The left kidney showed a 
number of cysts but no further calculi. The right 


_ kidney was in the same condition, but there was also, 


low in the ureter, a calculus which completely blocked 
the exit of urine. ; 

Anuria Due to Floating Kidney.—Case II. Dr. 
A. V. Moschcowitz: presented another specimen which 
was removed from a patient for complete anuria. The 
woman was twenty-three years old, and was brought 
to the hospital’ March, 1901, giving the history that she 
had passed no urine for three days, being catheterized 
outside the hospital. The woman was very sick. A 
large mass was found in the region of the left kidney, 
and a diagnosis of a calculous pyelonephritis was made 
and a reflex anuria on the opposite side. The patient 
was brought to the operating room, the left kidney was 
cut down upon, and there was found a: large hydro- 
nephrotic sac, containing 1,000 cm. of more or less puru- 
lent fluid. No stone was found in the pelvis of the 
kidney. The opposite kidney was then exposed and 
incised and a small pus sac found. Large amounts of 
urine passed from the left side and the patient did 
very well for the first few days, when the temperature 
began +o rise and was probably due to the poor drainage of 
the right kidney and on this account the right kidney 
was extirpated twelve days after this first nephrotomy. 
Without a microscopical examination it would have 
been difficult to recognize the kidney as such. The 
patient made a good recovery, urinating voluntarily 
sixteen days after the operation. The wound closed 
April 21, and the patient was discharged cured May 8. 

Calculous Pyelonephritis—Dr. A. V. Moschcowitz 
also presented this specimen which had been removed 
December 22 from a patient who had gone from one 
doctor to another, from one dispensary to another, with 
a diagnosis always made of floating kidney. A urine 
analysis had never been made. When she came to his 
office she gave a history of trouble with micturition. 
The urine voided looked more like pea-soup than urine. 
On cystoscoping the patient, clear urine was obtained 
from the left side and practically pure pus on the right 
side. The patient was admitted to the hospital and the 
right kidney was removed. This kidney was found to 
contain a large stone which blocked the ureter upon the 
right side and in a pocket of this kidney were found 
a number of small calculi. 

Dr. A. V. Moschcowitz said that personally he had 
never seen such a case of reflex anuria on one side 
caused by the presence of a calculus upon the other, 
but Israel had reported some such cases in his book 
on kidney-surgery. He attempted to explain the 
anuria in the second case in the, following manner. The 
patient had a floating left kidney which, eventually 
from the increased weight of the organ, sank more 
and more, bending the ureter as it came from the pelvis 
of the kidney eventually causing a false insertion of the 
ureter. The ureter was so inserted finally that it was 
relatively too high up for good drainage. 

Dr. F. Tilden Brown said he had had a similar ex- 
perience last summer. Two brothers were brought at 
three weeks’ interval to the Presbyterian Hospital with 
perirenal abscess of the left side. One was operated on 
by Dr. Woolsey. A quantity of green-colored pus 
evacuated. Three weeks later the other brother came to 
the speaker’s service with a similar condition of the 
right side; he gave a history of boils upon the hack of 
the neck. The loin was freely opened to find, if pos- 
sible, any bony or immediately adjoining source of 
origin of the abscess, but without success. The wound 
healed promptly. Cultures ‘showed the presence of 
staphylococci. 


Dr. A. Ernest Gallant deprecated the custom of per-. 


forming nephropexies for movable kidneys without 
learning the actual condition of the kidneys themselves. 
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fe thought it was time to call a halt in sewing up these 
kidneys without first gauging their functional activity 
from a study of the symptoms and the character of the 
urine, and if this is found abnormal, fo carefully as- 
certain which part of the urinary tract is at fault; in 
order to intelligently apply the appropriate remedy— 
be it medical, mechanical, or surgical. Healthy, mobile 
kidneys, with or without gastro-enteroptosis, can be sup- 
ported by a properly constructed corset; while diseased 
kidneys demand operation for removal of the cause 
thereof, or enucléation of the organ, if irreparable 
damage has been done. 

A Case of Ureteral Calculus.—Dr. J. Riddle Goffe 
presented a specimen of an unusually large calculus 
removed from a patient last April. It was situated at 
the opening of the ureter and blocked it, giving rise 
to a pyelonephritis. The patient was forty-one years 
old, married 20 years, and had nine children. She had 
been in good health until about eight months before 
she fell into his hands. She had been treated by 
several physicians for malaria, on account of slight 
chills and some temperature. Up to within two weeks 
she had gotten along comfortably; then she was taken 
with a severe chill, lasting two days, and she remained 
in bed the rest of the time. After going to bed she 
noticed a tumor in her abdomen. The physician who 
examined her made a diagnosis of ovarian cyst, and 
she was sent to the New York Polyclinic. Examina- 
tion there revealed a large tumor about the site of the 
kidney which extended down into the pelvis, and it 
was a nice point to discriminate whether the tumor was 
attached to the uterus and appendages or not. After 
one or two examinations it was decided that it was a 
tumor of the kidney. The urine was normal. An 
oblique lumbar incision was made and an immense 


tumor, full of creamy foul-smelling pus, was found. . 
After evacuating its contents the kidney and three 


inches’ of the ureter was.removed en masse. The kid- 
ney was lobulated, of immense size and contained one 
large calculus wedged in the ureteral opening. The 
specimen and stone were shown. The stone, an ir- 
regular cone or strawberry shaped mass, measured 244 
cm. in length by one cm. at the base, and is probably 
phosphatic in its composition. The tumor was firmly 
adherent on all sides but by dissecting the abdominal 
peritoneum from its abdominal wall it became possible 
to extend the incision well to the front without enter- 
ing the peritoneal cavity and room was thus afforded 
for manipulation. The pedicle was transfixed and li- 
gated with chromacized gut No. 4. The patient has 
recovered her health to a degree surpassing that of 
many years. Urine is abundant and satisfactory. 
Case of Tuberculous Abscess of Kidney.—Dr. J. 
Riddle Goffe presented a patient who had been sent to 
him seven years ago last October for operation for an 
ovarian tumor. The analysis of the urine showed it to 
be in good condition except that it contained albumin 
in large quantities. Realizing that frequently from 
pressure alone albumin may appear in the urine in cases 
of large ovarian tumors he paid little attention to it. 
He made a median incision and removed a large ovarian 
tumor of the left side; this tumor contained about one 
gallon of fluid. Watching the convalescence very 
carefully he noted that there was a considerable quantity 
of pus in the urine with some irritability of the bladder. 
He submitted her to a careful cystoscopic examination ; 
he got clear urine from the left side but nothing from the 
right side which was difficult to catheterize. There was 
a large tumor of the right kidney. An oblique lumbar 
incision was made and the right kidney was removed 
which measured eight to nine inches in its longitudinal 
direction, was distinctly lobulated and filled with pus 


that was loaded with tubercle bacilli. The ‘patient te- 
covered. She was placed upon liquid peptonoids with 
creosote and the treatment was continued for 1% years, 
While in the hospital she took up nursing as a gro- 
fession and had since engaged as a trained nurse. 

Previous history shows that she was born in Ireland 
but came to this country when a child and has lived 
along the Hudson River in very healthy places. Her 
father and mother are still living and in good health. 
She has two brothers and sisters, living and healthy. 
There was no history of tuberculosis in the family. 
How the infection came about was a subject for study. 
Examination of the urine yesterday showed the re- 
maining kidney to be in good condition and doing 
double duty satisfactorily. No tubercle bacilli are to 
be found in the urine. 

Pyemic Kidney.—Dr. Howard Lilienthal exhibited 
this specimen, which was removed ‘from T. E. §,, 
twenty years old, a cadet. His family history was 
negative. He had varicella, measles, and mumps when 
a child. One and a half years ago he was confined to his 
bed with swelling of the left testis. In September, 1902, 
he became much run down and had a crop of very 
painful and rather large boils which finally disappeared. 
The latter part of October the patient began to have 
vague pain in right part of epigastrium with nothing 
on physical examination to account for it, excepting a 
rigidity of the right abdominal wall which disappeared 
in three weeks. There was continuous elevation of 
temperature and the patient began to emaciate. The pain 
seemed in some way connected with the digestion and was 
relieved to a certain degree by restriction of diet. The 
urine was normal. The pain gradually became lumbar and 
finally became worse in the left lumbar region. There was 
afternoon rise of temperature as high as 102.5° F. Mor- 
phine was required for the pain. About three weeks after 
the onset of the disease the urine was noted to contain 
shreds and a little pus and mucus which gradually in- 
creased in quantity until the urine became quite turbid. 
The microscope showed only pus and no tubercle bacilli. 
Most of the sediment was in the latter part of the urine. 
During this time the patient was in charge of the Army 
Surgeons, Maj. Glennan and Col. Havard, who called 
Dr. Manges in consultation. Gradually dulness, then 
flatness appeared in the left side and aspiration was 
suggested. The patient was transferred to Dr. Lilien- 
thal’s service at Mt. Sinai Hospital, where he became 
a private patient. On Dec. 13 an attempt was made to 
use the cystoscope but there was a stricture in the 
pendulous urethra, which in the presence of septic urine. 
it was not considered wise to divide. Incision in the 
lumbar region now evacuated an abscess of about four 
ounces capacity, but the symptoms not abating, ne- 
phrectomy was done on Dec. 18. The kidney was found 
to be riddled with abscesses from the size of a pin-head 
to a walnut. The pelvis was filled with pus, many ab- 
scesses having broken through into pelvis. The pa- 
tient made an uneventful recovery and was discharged ° 
cured January 19. 

Movable Kidney with an Acute Twist of the 
Pedicle—Dr. Howard Lilienthal presented _ this 
specimen, which he had removed from E. C., sixty-five 
years old, a patient. of Dr. Hauswirth. Past history, 
negative. Present attack began seven days ago with a 
sudden severe right iliac pain. The patient was con- 
stipated. Vomiting occurred. There was no rise in 
temperature until December 24, when it became slightly 
elevated. The pain and tenderness in the right side 
increased and the swelling appeared after thorough pur- 
gation in'right hypochondrium, extending downward 
almost to iliac region. The swelling was tense and very 
painful on the slightest palpation. It felt like a pert-. 














Fesruary 28, 1903] 








NEW YORK ACADEMY OF MEDICINE. 429 











nephritic mass and was thought to be an abscess. The 
urine, about thirty ounces per day, contained consider- 
able sediment of pus with a few red blood cells. The 
tongue was dry and coated. Symptoms of cystitis had 
been present for some time with infrequent and painful 
urination. Dr. Lilienthal saw the patient on December 
25 and diagnosticated abscess with the location probably 
about the right kidney and he advised an immediate 
operation. A lumbar incision was made, parallel with 
the iliac crest, and the mass aspirated. A small amount 
of pure blood was noted. The perirenal fat was hard, 
indurated and adherent to the peritoneum and parietes. 
The tumor was found to be a hard, tense kidney with 
a twisted pedicle. The kidney was in 4 transverse 
position. The number of turns could not be determined 
and, as the organ was much congested and the sur- 
rounding fat apparently necrotic, a nephrectomy was 
performed. The kidney was found to be somewhat 
enlarged. Its surface was dark and hemorrhagic. It 
was hard upon section. The cortex was pale and edema- 
tous. No pus was found. There was no dilata- 
tion of pelvis. The uric acid salts stained the tubules 
in radiating reddish lines, a condition, when associated 
with edema, supposed by pathologists to be pathogno- 
monic of acute obstruction of the ureter. The patient 
recovered. 

Dr. Ramon Guiteras said that in the present state of 
kidney surgery, before operating upon the kidney, or 
kidneys, the ureters should first be catheterized. If 
the operator was not able to do this, he should have 
some one do it who was sufficiently skilled in its per- 
formance. 

He said that Dr. Goffe’s case had a lobulated kidney 


and a lobulated kidney was liable to be a single kidney. | 


Inside of one year he knew of three cases of single 
kidney, and each one was lobulated. Therefore, any 
man who attempts renal surgery, and cuts down upon 
a lobulated kidney, and who has not been able to ca- 
theterize the ureter on the opposite side, should first 
inake a lumbar incision to ascertain whether or not the 
other kidney is present. 

' Dr. Howard Lilienthal said he was obliged to take 
issue with Dr. Guiteras, because he did not believe 
it was in every case absolutely necessary to catheterize 
both ureters. He had gone over this matter in a paper 
which he had read and which was published in the 
Journal of Dermatology and Genito-Urinary Diseases, 
about two years ago. 

Dr. J. Riddle Goffe said that, in the case of the large 
kidney tumor, the woman was secreting an abundant 
amount of urine which was normal. Therefore, it was 
logical to infer that there was another kidney and that 
it was doing proper work.’ 

In the case of the tuberculous kidney hé succeeded “in 
catheterizing the healthy kidney. but he did not deem 
it necessary to attempt to catheterize the ureter on 
the diseased side. In both cases it was evident that the 
diseased kidney was destroyed or at least had been de- 
Prived of all function. 

Dr. Roman Guiteras, in referring to the technic, 
said that two years ago he wrote a paper on prosta- 
tectomy in which he mentioned the technic, as described 
by Dr. Johnson. At the time he thought he originated 
it but he had later found what Dr. Johnson and Dr. 
Bryson, of St. Louis, had been before him. This technic 
he considered of great help in doing prostatectomies. 
He thought that with the proper instruments and ap- 
paratus the prostate could be pushed down sufficiently 
to enable one to enucleate the prostate without making 
4 suprapubic incision. He said it was well known that 
patients with the suprapubic incision did not do as well 
as those without it. Again, if the prostate could be 





taken out through a posterior urethra the result would 
be better than if one went through the external cap- 
sule. -With regard to the results of prostatectomy it 
will often be found that, after the prostate has been 
removed, there will be left behind an enormous mass 
which will take a long time to be absorbed; in some 
cases the external capsule will be found to. be 
one-half an inch thick. Often, five or six years 
after doing a prostatectomy, the patient. will still 
continue to urinate from five to ten times during the 
night; yet apparently the result was a good one. 

Discussion of Dr. Johnson’s Paper.—Dr. Charles 
H. Chetwood stated that he desired no less strongly than 
the reader of the paper to obtain authentic reports re- 
garding the ultimate results following operations for 
prostatic hypertrophy. If such could be obtained he 
believed they would demonstrate the fact that, in order 
to obtain the best results in a given case and alse to 
show the lowest rate of mortality, it was necessary to 
remove only that portion of the prostate which inter- 
fered with proper bladder drainage.. The reader of the pa- 
per had referred to the secondary changes that took place 
in the structures adjacent to the bladder as a result of 
prostatic hypertrophy and, in consideration of these 
degenerative changes, all prostatics, Dr. Chetwood said; 
might be divided into two general classes: (1) Those 
met with early and before serious secondary changes 
occurred, and (2) those seen* after such secondary 
changes had taken place. Ih those cases which were seen 
early there was little doubt that moderate extirpation— 
partial removal of the obstructing prostate—was all that 
was necessary to accomplish perfect restoration of func- 
tion and cessation of symptoms; and in later cases, 
when extensive degenerative changes had taken place, 
complete restoration of function could not always be 
obtained, no matter how much of the.gland was re- 
moved. In both instances he believed it better and 
safer to remove only that portion interfering with 
bladder drainage. He had operated upon a greater 
proportion of his prostatic cases by a modification of 
perineal prostatectomy and the Bottini method. By 
opening the perineum a complete examination of the 
prostate was made.and the exact amount of prostatic 
growth determined. This was removed through the 
perineum by means of a special galvanocautery, and the 
finger again introduced to ascertain the result: By 
this method was insured perfect bladder drainage, an 
advantage which could not be over-estimated. 

Dr. Howard Lilienthal, referring to the ability of 
these patients to have sexual intercourse, said that he 
had performed the operation about 15 times. Among 
these there were three patients, one sixty years old, 
another .fifty-eight years old, and the third, fifty-two 
years old, whom he had followed for a year and a half, 
and who were all potent and obtained satisfaction from 
such intercourse. He recalled eight patients upon whom 
he had operated over one year ago and they were all 
well, urinating normally and did not get up more than 
once or twice during the night to urinate. Their ages 
ranged from fifty-two to eighty years at the time of 
operation. The patient, seventy-five years old, was 
operated upon four years ago and. he was perfectly 
well. Prior to operation he had not passed a drop 
of urine without the aid of catheter for 20 years. He 
had had two cases of sacculated bladder, both marked 
cases, a condition which Thomson had pointed out as 
being fatal to perfect micturition. These two patients 
now micturated perfectly. Out of his 15 cases he had 
had one death; at the time of operation the patient 
was in an uremic condition and something had to be 
done. A suprapubic cystotomy and quick prostatectomy 
was performed, but the patient died within twenty-four 
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hours. The suprapubic operation was the one of choice, 
and not the perineal. In those cases where he had done 
the combined operation he had cause to regret it. — 

Dr. B. Lapowski said that too much attention was 
being devoted at the present time to new methods, 
new technics, new instruments, etc., and not enough to 
learning the condition of the prostatic function in these 
cases of hypertrophied prostates. It was important that 
one should know whether or not the prostate before 
operation was functionating properly; whether the fluid 
from the prostate was alkaline or acid in reaction; 
whether the semen contained living spermatozoa or not 
and, if so, if they remained alive for any length of time. 
Then when only a partial removal of the prostate took 
place, whether the function of the remaining prostate re- 
mained the same as before the operation. 

Dr. Frederick Kammerer said that since last June 
he had had nine cases and, inallofthem, he had enucle- 
ated the prostate through the perineal route. He had but 
one death among these and this was ina man aged seven- 
ty-two years who, at the time of operation, was suffering 
from marked arteriosclerosis. Five days after opera- 
tion gangrene developed in the wound surfaces and the 
patient died from sepsis four weeks later. In the re- 
maining eight cases one notable result had been achieved 
by the operation: there was practically no residual 
urine. Nor did the speaker observe any incontinence 
after operation. He believed that the prostate could be 
reached through the perineum alone, without any supra- 
pubic incision. With the necessary instruments he did 
not see why one should not be able to pull the prostate 
down into the perineum, if a suitable incision had been 
made. He thought this was the easiest operation for 
removing the prostate. A curved incision in the perine- 
um should always be made and, with one finger in the 
rectum, one could quickly pass between the bulb and 
the anterior rectal wall and expose the posterior surface 
of the prostate. 

With regard to sexual function, several of his pa- 
tients had told him that they had no more erections. 
In enucleating the prostate one necessarily tore the 
seminal vesicles and the vasa deferentia or the ejacu- 
latory ducts and, therefore, further sexual intercourse 
was probably impossible. 

Dr. A. A. Berg said that he considered the perineal 
operation safe in all cases without the aid of the supra- 
pubic incision. He had had three cases, two of them with 
the prostates situated high up, and he had experienced 
absolutely no difficulty in delivering the entire prostates 
through the perineal wound alone. The finger covered 
by a glove was hooked around the prostate through the 
rectum and was kept there until the posterior surface 
of the organ was exposed and the capsule’ incised. 
Such a procedure gave satisfaction. 

Dr. Kammerer, in answer to Dr. Lilienthal said 
there could be no difference in the final result, as re- 
gards sexual function, whether the suprapubic or the 
perineal operation had been done, provided complete 
prostatectomy had been the operation. In both instances 
the enucleation must be done in the same plane, be- 
neath the so-called capsule of the prostate, and no 
less injury to the seminal vesicles and vasa deferentia 
would therefore result from the suprapubic than from 
the perineal operation. — , 

Dr. Alexander B. Johnson said that this question of 
dribbling and sexual potency was especially interesting. 
All the patients did leak temporarily, that is, for nearly 
six weeks, and but one patient for a longer period. In 
every case this leaking finally ceased. In four of these 
individuals it made no difference how much water was 
contained in the bladder there was no dribbling. Re- 
garding the matter of sexual potency, one man was 


* twenty-nine years of age. 


really older than his years, being only sixty-four and 
had had no erections for several years: previous to the 
operation and had had none since. The first patient 
operated upon in 1899 told him that since the operation 
he had erections but no desire; his wife was an old 
lady and he had had no intercourse since the operation. 
Another patient’ told him that he had no erections 
since the operation. He was a vigorous healthy-looking 
man and, before the operation, had erections with or- 
dinary frequency. Another patient told him that he had 
partial erections but not sufficient to have intercourse. 
Before operation he had erections sufficient for this 
purpose. With regard to the way to approach the 
prostate he agreed with those who believed that not 
all cases of prostatectomy could be performed through 
the perineum. Ten days ago he had a case where it 
would have been impossible to get the prostate out 
without a suprapubic incision. his individual had 
been operated upon before by the suprapubic route and 
a portion of the prostate removed; at this time he 
had also had perineal drainage instituted. The pros- 
tate was imbedded in scar tissue. After exercising 
sufficient force with the right index finger in the peri- 
neum and two fingers in the bladder through the supra- 
pubic opening, working for one-half hour, he got the 
prostate out. 


OBSTETRICAL SOCIETY OF PHILADELPHIA. 
Stated Meeting, January 2, 1903. 
The President, Dr. John M. Fisher, in the Chair. 


Fibromyoma of Round Ligament.—Dr. Melvin M. 
Franklin reported this case occurring in a patient 
The tumor, which was 
about the size of a walnut, was situated in the in- 
guinal canal just outside of the internal abdominal 
ring. Pressure on the growth caused considerable 
pain and nausea. The tenderness was markedly in- 
creased during menstruation. The periods had 
always been normal and she suffered with dys- 
menorrhea. On operation it was found to be a hard : 
fibrous tumor of the round ligament. This was ex- 
cised and the canal properly closed. The pathologi- 
cal findings proved it to be a fibromyoma of the round 
ligament. 

Dr. Krusen said it seems to him that Dr. Franklin 
had presented for the Society one of the rarer forms 
of neoplasm which may attack the genital organs. 
It is interesting both from a diagnostic and pathologic 
standpoint. It is interesting from a diagnostic stand- 
point, because it may be mistaken for lipoma, ovarian or 
intestinal hernia or enlarged lymph glands. He has 
ofterated upon two cases of fatty tumors which were 
rather difficult to diagnosticate because they were 
in this situation. Another point in diagnosis is the 
occurrence of the omental hernia coming down and 
being mistaken for the fibromyoma at this point. 
From the pathologic standpoint the subject is in- 
teresting in regard to the varieties of tumors that 
may affect the round ligament and also in regard to 
the size of some tumors that may originate from a 
small amount of muscular tissue. Cullen, in 1896, 
in the Johns Hopkins Bulletin, Vol. 7, page 112, fe- 
ports an adenomyoma in a woman thirty-seven years 
of age. The tumor had been growing for eight 
years. Two years previous to the time of operation 
the tumor had grown rapidly. An incision was made 
over the growth and it was removed and when dis- 
sected it was found 334 cm. long and 3 cm. wide. 
Microscopical examination through the tumor showed 
areas of rather translucent character. There was 2 
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mucous membrane similar to the normal uterine mu- 
cosa. Such findings, may, Dr. Krusen thinks, throw 
some light upon the origin of the growths. Leopold 
has reported a case of lymphangeictatic myoma; 
Sanger a case of sarcoma of the round ligament. 
Another interesting point is that during pregnancy 
these tumors often increase in size and also during 
‘menstruation. This probably indicates their rela- 
tion to the uterus. And the most frequent situa- 
tion is upon the right side. As an illustration of how 
a small muscular fiber may give rise to a large 
growth, Doran reports a 16-pound tumor arising 
from the tiny ovarian ligament. This shows how 
in the mere presence of fibrous tissue large growths 
may proliferate. : 

Dr. Maier said he would like to ask Dr. Krusen 
whether the tumor@he had just mentioned was sit- 
uated in the round ligament, as it came through the 
inguinal canal, or in the broad ligament. 

Dr. Krusen answered that they were all round- 
ligament tumors external to the ring. 

Dr. E. E. Montgomery remarked that he has been 
greatly interested in hearing Dr. Franklin’s paper 
and felt that the Society is indebted to him for the 
presentation of so rare a case. Judging from his 
own experience he should say the tumors of the 
round ligament are very rare. He has never seen 
‘one but recognized the fact that his experience 
has not been sufficiently large to afford evidence 
that such growths do not occur. Oné can readily 
realize that in the round ligament, which contains 
both muscular structure and blood vessels, there 
is ample material for the development of this class 
of tumors, whether one assigns their origin to the 
muscular structure of the round ligament itself or 
to the muscular wall of the blood vessels. Their 
infrequency in the round ligament is readily ex- 
plained by the fact that the structure is rarely sub- 
ject to injury. The point of diagnosis is one of 
very great ‘interest. He can readily see how such a 
growth could be mistaken for: conditions such as 
were supposed in this individual case. In listening 
to the paper he at first thought the condition had 
followed an operation upon the round ligament, as 
the Doctor said the ligament was shortened, but 
this was evidently due to the growth taking up the 
slack of the ligament. 

Dr. John M. Fisher said he believes that Dr. Clark, 
a few years ago, reported a case of coincident sar- 
coma of the uterus with fibromyoma of the round 


ligament, demonstrating the importance of making. 


4 microscopical. examination. The case was either 
one of fibromyoma of the uterus and sarcoma of 
the round ligament or sarcoma of the uterus and 
' fibromyoma of the round ligament. He thinks the 
latter was the condition. It is an interesting point to 
note in this particular case. ; 
Preliminary Report of an Operation for Abdomi- 
nal Pregnancy of Twenty-One Months’ Standing.— 
Dr. C. P. Noble reported the clinical history of this 
Patient, who was a multipara, thirty years of age. She 
missed her menstrual period in March, 1901; two weeks 
later she was taken with a sharp, agonizing pain in the 
right iliac region, diagnosed by her physician as ap- 
Pendicitis, and was in bed for three weeks. Two 
months subsequent to the date of expected labor, she 
consulted a gynecological dispensary, where a diagnosis 
of tumor” was made, and medicine given “to dissolve 
It.” She remained under this treatment for three 
months. She was finally sent to the Kensington Hos- 
Pital for Women, Philadelphia, with a diagnosis of fi- 
broid. Dr. Noble made a presumptive diagnosis of 


a,’ 


abdominal pregnancy, and verified the diagnosis by ab- 
dominal section. The fetus occupied the left side of the 
abdomen extending into the pelvis, the uterus was 
pushed to the right and-elevated. The round ligament 
and tube ran over the face of the “tumor.” The sac 
was so thick that it was impossible to outline the fetal 
parts. The ovarian and uterine vessels on the involved 
side were ligated, the fetus and sac elevated out of the 
pelvis and the lower end. of the mass turned upward. 
By getting at the mesentery vessels from below and be- 
hind it was. possible to control the bleeding without 
difficulty. The uterus was not removed. The patient 
made a satisfactory recovery. 


Discussion on Dr. Noble’s Paper.—Dr. E. E. Mont-. 


gomery said that the case presented by Dr. Noble is 
one of very great interest from a diagnostic standpoint. 
Everyone who has had an opportunity of observing a 
large number of spatients appreciates the frequency of 
cases which will come under his observation where it 
is difficult to determine whether he has to deal with 
a pregnancy, fibroid tumor or other abdominal growths. 
He remembers a case which came under his observa- 
tion years ago at Jefferson Hospital, of a woman who 
had gone fifteen months from the time she conceived 


without delivery. Two months subsequent to her con- 


ception she had what she supposed to be an abortion. 
There was a discharge of blood clots and she suffered 
great pain. A bloody discharge continued for some 
weeks ‘subsequently. A few months later she recognized 
fetal life and again became reconciled to the fact that 
she was pregnant. At the completion of what should 
have been the normal period of gestation, however, 
labor did not occur. At the time the patient came 
under his observation she presented a tumor which filled 
the abdomen to nearly the size of a woman at full term 
of pregnancy. Examination revealed fluctuation, while 
percussion over the tumor gave resonance. On examina- 
tion per vaginam the uterus could be recognized situated 
in front and somewhat to the left of the mass. While 
a portion of the tumor felt solid, one was unable to 
palpate and recognize distinctly its parts. The history 
of the case and the conditions present led him to form 
the diagnosis of ectopic gestation, in which the fetus 
had undergone. maceration and decomposition and the 
resonance in the sac was the result of the gas thus 
formed. Upon opening the abdomen he found a con- 
dition similar to that which he had expected. The uterus 
was in front of the mass, the tumor occupied the ab- 
domen above and the wall of this tumor was made up 
of a membranous sac to which the placenta was at- 
tached at the upper part. The placenta was without 
vitality, was easily pulled off with the portion of the 
sac to which it was attached and without hemorrhage. 
The entire lining membrane of the sac was covered 
with macerated material. With the removal of the 
fetus the sac was thoroughly cleansed, stitched to the 
abdominal walls and packed with iodoform gauze. The 
intestines were closely adherent to it and formed a part 
of the sac wall so it was impossible to attempt its 
removal. The convalescence was. slow; patient finally 
recovered. The second case which comes to his mind 
is that of the wife of a physician in the upper part of 
the State. On examination a tumor was recognized at 


one side of the uterus which filled up the pelvis. The 


history and the examination of the case led him to un- 
hesitatingly pronounce it a fibroid tumor. It had been 
in existence for two years. The patient was unwilling 
to submit to operation, became pregnant and gave birth 


to a child without interference to the sac, and so far as ' 


he knows, she still carries it. Another patient treated 
at the Jefferson Hospital is of diagnostic interest. She 
had a mass which had been pronounced pregnancy by 
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several physicians. One physician, an eminent gyne- 
cologist in the city pronounced this a pregnancy and 
saw the patient several times during the. supposed ges- 
tation. The woman, however, did not attain to the size 
she supposed to be proper, and the time passed beyond 
which labor should occur. She was brought to the hos- 
pital and even then the growth was considered a de- 
layed pregnancy. There was found situated in the va- 
gina a mass the size of a fetal head, so divided as to 
lead to the belief that the fontanelles could be felt be- 
tween the masses. On examination, over the abdomen 
a mass could be pushed away and felt to rebound against 
the hand. This was supposed to be the body of the 
fetus. In examining this patient, however, he felt sat- 
isfied from the surfaces intervening between the vaginal 
mass and the finger that it could not be within the 
uterus. If it was a fetus it was evidently situated an- 
terior to that organ. He hardly believed that he would 
likely find an ectopic gestation in that situation. The 
sensation of free movement of the upper part*was due 
‘to the fact that. the.tumor was connected with the 
fundus of the uterus by a rather thick, yet flexible 
pedicle which permitted the fundus to be pushed away 
and to return against the hand. The latter was favored 
by a considerable amount of ascites. As soon as. the 
abdomen was opened a considerable quantity of fluid 
‘was discharged and the mass projected into the wound. 
‘A number of fibroid tumors’ occupied the body of the 
uterus. He thinks these cases indicate the difficulty in 
diagnosis which will sometimes lead the patient to go 
for some length of time under the observation of care- 
ful men and they be mistaken for other conditions. 

Dr. Krusen said that Dr. Noble’s interesting case re- 
.calls a post-mortem which he had in 1893, while a resi- 
dent at Jefferson Hospital. He had the opportunity, 
through the courtesy of Dr. Hearn, of making a post- 
mortem in the case of a patient in the northern part 
of this city. The abdomen had been gradually increas- 
ing in size for ten months and no menstruation had 
been present for that time. The patient had been seen 
before, in consultation, by the late Professor Parvin, 
and the condition was such that operation was thought 
inadvisable. The patient died and upon post-mortem 
there was found within the abdominal cavity a full- 
sized fetus, larger than the size of a baby a month old. 
A hematoma occupied the position of the uterus. The 
head of the fetus was directly under the spleen. _ The 
case illustrates the tolerance of the peritoneum to the 
development of the fetus. This was a case in which un- 
doubtedly rupture had occurred. The hemorrhage had 
not been such as to produce death and the fetus had 
gone on to full development, weighing over ten pounds. 
The specimen is now in the museum of the Jefferson 
Hospital. The very interesting and perplexing ques- 
tion to the surgeon is the treatment of the live placenta 
in cases of ectopic gestation. He had had an oppor- 
tunity in two cases of having to contend with this diffi- 
culty. He thinks Dr. Noble is to be congratulated upon 
his success in this case. 

Dr. C. C. Norris said he thinks the specimen is a very 
interesting one indeed. He had never seen one so large. 
While a resident in Baltimore he saw one specimen 
somewhat smaller, which had been in the abdomen for 
nine or ten years. 

Dr. Noble, in closing, ‘remarked that the point raised 
by Dr. Krusen is, of course, the crucial one—how to 
deal with the hemorrhage. These cases are so rare that 
there are very few of the profession. who have the op- 
portunity to acquire views from practice. This is the 
first full-term pregnancy of this kind that he had éver 
seen. He had operated upon nearly a hundred cases 
of ectopic pregnancy, but this is the first one advanced 
beyond the fourth month. 


He thinks it is best to enucleate the whole sac, 
vided one can do preliminary ligation. If the placenta 
is attached to the intestines one knows that prelimi 
ligation cannot be done. On the other hand, if the pla- 
centa is in the pelvis one knows perfectly well how to 
deal with the ovarian and uterine arteries or with the 
anterior branch of the internal iliac. He should prefer 
to enucleate the sac under those circumstances. « In a 
case having its blood supply from the mesenteric ves- 
sels his own action would be to pack the sac with gauze 
and leave it. 


BOOK REVIEWS. 


BACTERIOLOGICAL TECHNIQUE. A Laboratory Guide for 
.the Medical, Dental and Technical Student. By J. W. 
- H. Eyre, M.D., F.R.S., Edin., Bacteriologist to Guy’s 
Hospital, and Lecturer on Bacteriology at the Medi- 
cal and Dental Schools, ete. Octavo of 375 pages 
with 170 illustrations. W. B. Saunders & Co., Phila- 
delphia and London. Cloth, $2.50 net. 
Tuis excellent book of Dr. Eyre fills.a long-felt want, 
for while there are plenty of good works on Bacte- 
riology, the technic is neglected by most. It is the same 
mistake which is made in so many medical schools; the 


.students receive very excellent instruction in the funda- 


mental principles of the science itself, but are not able 
to make culture media when they graduate. The excel- 
lent terminology of Chester has been adopted in the 
book, which speaks well for its -thoroughly modern 
tendency. The chapters on the bacteriological examina- 
tion of air, water and the various food products, wil? 
make the book a very valuable one for technical students. 
Of the many laboratory guides constantly being issued, 
this book is undoubtedly one of the best that has reached 
us, , 


TeExt-Book oF MEDICAL JURISPRUDENCE AND TOXICOL- 
ocy. By Joun J. Reese. Sixth Edition. Revised by 
Henry LeFFMANN, A.M., M.D., Professor of Chem- 
istry and Toxicology in the Woman’s Medical Col- 
lege of Pennsylvania. P. Blakiston’s Son & Co, 
Philadelphia. 

Ir is particularly from the standpoint of recent ad- 
vances in toxicology that the changes in this new edi 
tion should be viewed. The new synthetic drugs have 
been many and their detection both from the clinicai 
and chemical sides has, become imperative. Their ex- 
haustive treatment in this work will render it of great 
service. 

Phenol poisoning is daily becoming more and more 
common. An efficient treatment is much to be desire¢ 
and the reviser brings out the latest and best presenta- 
tion of modern views on this subject. es 

That portion of the book devoted to medical juris- 
prudence lags behind the more technical side of toxi- 
cology but it remains a safe and concise presentation of 
this tmportant go-between of law and medicine. 


BOOKS RECEIVED. 


The Mevtcat News acknowledges the receipt of the 
following new publications. Reviews of those possess- 
ing special interest for the readers of the MEDICAL 
News will shortly appear. 


MEMORANDA ON Porsons. By Henry Leffmann. 12mo, 


177 pages. P. Blakiston’s Son & Co., Philadelphia. 

ProcREssive Mepicine. Vol. IV. Dec. 1902. 8vo, 422 
pages. Illustrated. Lea Brothers & Co., Philadelphia 
and New York. 





